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The term “tenderness” is here used in its broad- 
est sense, signifying an abnormal sensibility to 
touch and may be defined in one instance as hyper- 
sensitiveness and in another as actual painfulness. 
Since the examiner awakens this tenderness 
through touch, and as it is usually accompanied by 
such objective symptoms as local muscle spasm, 
movements of the body, facial expressions of dis- 
comfort, heightened pulse, dilatation of pupils, etc., 
it should, itself, be spoken of as an objective symp- 
tom. Subjective pain, while frequently associated 
with tenderness, is not, by any means, always coin- 
cident with it, either in time or location. 

In a certain per cent. of visceral lesions, tender- 
ness is present; particularly is this true of the ab- 
dominal viscera. This symptom is always sought, 
especially when pain is complained of, and to a 
large extent it is relied upon in locating the seat 
of disease. No attempt will be made to show that it 
is pathognomonic of certain lesions, though the 
character of the tenderness may help materially in 
making a diagnosis. The location of the tender- 
ness, because of the variations in the relative posi- 
tion of some of the viscera, the juxtaposition of cer- 
tain frequently involved organs and the variable 
degree of fulness of the abdomen, is somewhat un- 
trustworthy at times. 

The question of locating a lesion of an abdominal 
viscus, which is accompanied by pain, has in recent 
years awakened, in the study of medicine, consicer- 
able interest. At first thought it seems but natural 
that a diseased organ should suffer pain at the seat 
of lesion, but of late this has been seriously ques- 
tioned, and by some absolutely denied. In Hil- 
ton’s classic little book, “Rest and Pain,” attention 
is directed to the fact that pain is often felt in an 
area of peripheral nerve distribution though the 
lesion be deep seated. Reasoning from clinical 
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_ data he ascribes this to the fact that certain periph- 


eral nerves have a source of origin from the spinal 
cord common with fibers which supply the internal 
organs. 

Gaskell undertook to demonstrate this association 
anatomically and published his results in The Jour- 
nal of Physiology, Vol. 7, 1886. The medulated 
and non-medulated nerves of the sympathetic sys- 
tem were traced to and from the cord and a scheme 
given of their distribution to the visceral and vascu- 
lar systems. He largely dealt, however, with their 
inhibitory and motor function. Edgeworth pub- 
lished in the same journal a later article confirming 
Gaskell’s results. In 1893, Mackenzie published a 
paper in Brain in which he contended that the pain 
felt in diseases of the viscera is a referred sensa- 
tion being manifested in certain peripheral nerve 
branches having a common origin from central 
spinal segments with those nerves which supply the 
viscera. He argued that the viscera have no sen- 
sory nerve fibers to conduct pain. Very recently, in 
The British Medical Journal, Vol. I, 1906, he re- 
iterates his former views and endeavors to show 
that the tenderness seemingly located in a viscus is, 
in fact, awakened in the muscle and connective tis- 
sue overlying the viscus. Ross, in a paper entitled 
“Segmental Distribution of the Sensory Disorders,” 
which appeared in Brain, Vol. 10, 1888, presented 
views which coincide with those of Mackenzie ex- 
cept that he does not insist upon the impossibility of 
visceral sensibility. Maylard, in his book upon 
“Abdominal Pain,” quoting from a paper by Head 
on “Disturbances of Sensation with Special Refer- 
ence to the Pain of Visceral Disease” (Brain, Vol. 
16, 1893) gives the following, indicating the lines 
upon which he worked :—‘*‘Pain was, in many cases, 
associated with definite cutaneous tenderness. More- 
over, the cutaneous tenderness was, in many cases, 
not confined to small spots or areas, but occupied 
whole tracts of skin with definite borders. I was 
thus led to investigate the pain and accompanying 
tenderness consequent on disturbances of other or- 
gans, and I found that these sensory disturbances 
also followed definite lines. After Ross’ most sug- 
gestive papers, it seemed exceedingly possible that 
these areas bore some definite relation to nerve 
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distribution, and I then began to investigate the 
distribution of herpes zoster in the hope that 
a skin lesion which was notoriously of nervous 
origin might throw some light on the meaning and 
significance of the tender areas in visceral disease. 
To my surprise, I found that the areas occupied by 
herpes zoster exactly corresponded to those with 
which I was familiar in visceral disease. I next 
attempted to determine to what level of the ner- 
vous system these areas belonged, with the help of 
cases in which gross organic lesions were present. 
By this means, it became apparent that each of 
these areas represented the distribution of a single 
segment in the spinal cord. Thus I was enabled to 
map out the areas supplied by the various segments 
of the cord on the surface of the body. It then 
became apparent that certain of these areas were 
never affected in visceral disease, and this led me 
to examine the sensory supply of the viscera from 
the sympathetic system. Now, Ross had already sug- 
gested that in visceral disturbances, pain (and 
therefore tenderness in my cases) was referred 
along the distribution of the somatic nerves which 
came off from the same part of the cord as the 
sensory sympathetic fibers to the organ affected. 
Thus, if I could map out the somatic areas along 
which pain was referred in visceral disease, I could 
say, on Ross’s hypothesis, what was the sensory 
supply from the sympathetic of the particuar organ 
affected. By this means, I obtained another scheme, 
showing the distribution of the sensory sympathetic 
fibers analogous to that which Gaskell constructed 
for the motor and inhibitory fibers of the same 
system.” In this scheme of Head’s, the areas of 
cutaneous tenderness do not overlap and there are 
usually two points at which the greatest sensibility 
is noted, one antero-lateral and the other postero- 
lateral, the so-called Nodes of Valle. 

In recent times the Swedish surgeon, Lennander, 
has attempted to prove the insensibility of the ab- 
dominal organs. He made use of Schleich’s solu- 
tions to open the abdomen, and demonstrate the in- 
sensitiveness of the viscera to handling and to 
various stimulants. He found only the parietal 
peritoneum and mesenteries painful to irritation, 
but in those structures heat, pressure and cold sense 
was lacking. The organs were cut and handled 
without pain. The impression of pain in the ab- 


domen according to his views ascend over the two 
phrenics, the six power dorsal, the lumbar, and 
sacral nerves, none of which supply the organs of 
the abdomen. 

Unlike some of his predecessors, his explanation 
of how the somatic fibers are awakened into painful 


transmissions is not by assuming the origin of vis- 
ceral and somatic nerve fibers from the same seg- 
ment of the spinal cord but by direct transmission 
of irritating substances from the visceral lesion 
through the lymph channels to the somatic or 
mesenteric fibers, or by a direct mechanical irrita- 
tion of these fibers. 

In the Medical Record of December 29, 1906, L. 
Kast and S. J. Meltzer take issue with Lennander. 
They apparently demonstrate that the use of co- 
cain induces this visceral insensibility. Dogs were 
laparotomized under the influence of the anesthet- 
ic. If then the viscera were handled, clear evi- 
dence of pain was given. If on the other hand, 
cocain was injected, this evidence of pain dis- 
appeared. The experimenters, reasoning upon this 
evidence, assert that the abdominal organs do pos- 
sess sensory nerve filaments which are put out of 
function by cocain. 

To those familiar with operative work upon the 
abdominal viscera under the influence of local 
anesthetics, the lack of acute sensibility of the or- 
gans is well known. I have repeatedly cut, catight 
with forceps and sewed the various organs without 
awakening pain or noticeable discomfort. The im- 
portant consideration in this local anesthetic work 
was, to me, the necessity of infiltrating the parietal 
peritoneum in the neighborhood of the wound to 
lessen painful contact, and the necessity of avoiding 
traction upon the organs handled or operated upon. 

The objections which I should offer to the de- 
ductions of Kast and Meltzer are:—1st. There 
is no valid reason why the nerves of pain-conduc- 
tion in the splanchnic system should materially 
differ, chemically, from those of the somatic tracts. 
This being so, there can be no reason why a very 
minute dose of cocain should block impulses over 
the one set and not over the other set of nerves 
when not applied directly to either of them. 2nd. 
The use of alypin, eucain and even water, in my 
experience, has been efficient in bringing about the 
same results as that obtained by cocain. 3rd. In 
several instances have operated upon the gall-blad- 
der and upon the bowels without any anesthetic 
and caused no acute pain. Thirteen years ago I 
had my first opportunity to demonstrate this possi- 
bility in a patient upon whom I had done a left 
inguinal colostomy because of a vesico-recto-cu- 
taneous fistula. I discovered, after the operation, 
that the spur had not been made long enough to 
prevent some liquid matter of the bowels from 
going on into the distal gut. To overcome this, I 
divided the mucosa and submucosa of the opened 
bowel and completely closed the distal portion. The 
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patient assured me it did not cause great discom- 
fort. I have twice since, opened the gall-bladder 
hours after exposing the viscus and in neither case 
did the cut cause pain. 

I think it is generally accepted by surgeons that 
the viscera do normally possess sensibility in mod- 
erate degree. This sensibility is poorly developed 
in them, when contrasted with that possessed by 
the peripheral tissues. Under the influence of dis- 
ease or irritation, this very moderate capacity of 
the viscera to suffer pain increases to a marked 
degree. I have seen in a patient, during an opera- 
tion, apparent insensibility followed by acute suffer- 
ing. The patient was starving to death from an 
esophageal obstruction, supposedly cancerous. | 
performed a Kader gastrostomy under a local an- 
esthetic. The first part of the operation was carried 
out without signs of discomfort, the abdomen was 
opened, the stomach picked up and incised, a rubber 
tube inserted and the first stitch taken, seemingly 
without pain. The second row of invaginating 
stitches in the stomach wall caused very consider- 
able pain. The same portions of the stomach wall 
which had just previously been caught with the 
forceps without discomfort, began to evidence this 
marked sensibility to the stick of the needle. I, 
at first, thought the pain was of purely psychic 
orgin but found that the patient, who was not able 
to see what was happening, complained of each in- 
troduction of the needle. It might be argued as 
the result of Kast’s and Meltzer’s experiments, that 
the effect of the anesthetic had worn off and pain 
was the consequence. This I do not believe as the 
time between the periods of complete comfort and 
suffering was too short. On the other hand, I be- 
lieve that the continued irritation of handling the 
stomach awakened this heightened sensibility. The 
fact is, congestion, and especially inflammation, will 
accentuate irritability in all tissues, as for example, 
witness the intolerance of an inflamed gum to the 
touch. I have observed a number of times that 
celerity and careful handling had much to do with 
the painlessness of an abdominal operation under 
local anesthesia. Whenever, for one reason or 
another, time is consumed in the work and much 
handling has to be done, the patient invariably be- 
comes restless and complains of discomfort. If 
this factor, “time,” be explained by the experiments 
of Kast and Meltzer, then we would have a remedy 
most valuable in colics, stomach ulcers and visceral 
lesions of all kinds producing pain. A small in- 
jection of cocain in non-toxic amount would serve 
to relieve every pain of visceral origin. Such is, 
as we know, not the case. I am confident, after a 


very considerable amount of work on the abdominal 
viscera under local anesthesia, that the increased 
sensibility of the abdominal viscera of the dogs 
laparotomized by Kast and Meltzer, and awakened 
from the anesthetic before attempting to produce 
pain by handling, was due to heightened sensibility, 
the result of exposure of the viscera, and most 
possibly to irritation of the parietal peritoneum and 
wall during the handling. 

One thing is definitely certain, visceral lesions do 
cause pain at times. Now if the viscera have no 
nerves of sensibility, as insisted upon by Mackenzie 
and by Lennander, how can a purely visceral lesion 
give rise to pain? The viscera evidently do possess 
nerves for afferent conduction. Naturally, the ques- 
tion is raised, do these afferent fibers conform to 
the type of the pure pain-conducting fibers of the 
rest of the body or are they of different type, 
awakening only painful impulses in the cord? 
This reminds me very much of the question asked 
by a philosophic schoolgirl in class upon one occa- 
sion. She desired to know whether Homer really 
wrote the works of Homer or whether they were 
written by another man by the name of Homer. 

The question of pain being located in a viscus 
and referred specifically to its seat, and the further 
question of pain being referred to certain somatic 
nerve areas, is different from that discussed above. 
The anatomy of the visceral nerve supply would at 
once indicate the reason for the difficulty experi- 
enced in locating pain which takes origin from a 
viscus. The distributory function of the ganglia 
brings into close association the various organs, and 
impulses might readily be interpreted as coming 
from one viscus or several. It seems reasonable, 
however, that pain, coming from a viscus, should 
reach the sensorium over tracts which enable the 
individual to become conscious, in a general way, 
of its location, It must, furthermore, be stated that 
there is no proof that all afferent nerve fibers have 
functional nerve contact with the sympathetic gang- 
lia cells. Some may pass directly to the cord and 
carry impulses which enable the individual to lo- 
cate the source of disturbance. 

A most interesting phenomenon in connection 
with visceral lesions is the pain and tenderness ob- 
served in somatic areas, or visceral lesions ac- 
companied by pain show a marked tendency 
to awaken irritability along certain somatic nerve 
routes. This is the referred pain to which Hilton, 
Gaskell, Edgeworth, Ross, Head, Thorburn, Mac- 
kenzie, Lennander and others have directed atten- 
tion. All of these writers have shown that visceral 
disturbances refer pain in part (and some insist, 
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altogether) to areas of distribution of sensory 
somatic nerve fibers, which fibers, as a rule, take 
origin from the same spinal segments as the visceral 
fibers. 

While it may, in part, be explanatory to refer 
pain of visceral origin in somatic areas to the com- 
mon origin of the splanchnic and somatic nerves 
from the same spinal segments, yet this is not fully 
explantory. In fact, it does not explain those pains 
in somatic areas, the nerves supplying which take 
origin from entirely different segments of the cord 
from those supplying the viscera at fault. It is a 
common observation that pelvic disease may mani- 
fest pain in the intercostal nerve areas, and vice- 
versa, pneumonia may be mistaken for peritonitis 
or appendicitis. Another interesting observation is 
that of a crossed sensation in which the somatic re- 
sponse is upon the opposite side from the affected 
viscus. 

The most reasonable explanation of co-sensation 
is the close association of afferent nerve tracts in 
the cord. Whether we ascribe nerve conduction, 
from the periphery to the brain, to the association 
of neurons, either by the neuroglia movement of 
Ramon y Cajal or to the neurons themselves mov- 
ing, it matters little; one thing seems reasonable, 
that is, an often repeated action is more easily ac- 
complished by the group of cells accustomed to that 
certain action than by a new combination of cells. 
It is possible, even probable, that an afferent im- 
pulse reaching the spinal cord from a_ viscus, 
awakens, by close association with some somatic 
sensory nerve cells, an impulse which is transmitted 
to the brain over the ordinary route of somatic pain, 
In other words, these visceral afferent impulses 
seek, on reaching the cord, the easy route of trans- 
mission and are interpreted by the higher center as 
somatic in origin. This, too, explains the method 
by which these visceral disturbances awaken pain 
in somatic areas whose nerve supplies come from 
spinal segments above or below the segment into 
which the afferent visceral nerves pass. 

One of five general conditions may be signifie | 
by abdominal tenderness: 

ist. A lesion of an abdominal viscus, 

2nd. A lesion of the wall. 

3rd. A lesion of a viscus outside of the abdo- 
men awakening tenderness in the abdominal wall. 

4th. A central nervous lesion or one which im- 
plicates nerve trunks supplying the abdominal wall. 

5th. A systematic disorder accompanied by ab- 
dominal pain and tenderness. 


Before discussing these conditions, attention is 


called to the necessity of palpating correctly to 
elicit tenderness. 

The degree of sensibility of different individuals 
varies greatly in the normal. One remains prac- 
tically comfortable under rough handling, while 
another objects to the mildest pressure. It is always 
well to note the general sensibility of a patient be- 
fore proceeding to obtain evidence of a local in- 
crease of sensibility. It has probably happened 
time and again that the first touch of the examiner 
has called forth an expression of discomfort and 
led to a premature announcement of “appendicitis,” 
“gall stone disease,” or “pelvic inflammation.” 

In commencing to palpate always begin upon an 
area least suspected of harboring disease. This 
gives an idea of the normal response ; moreover, the 
patient is placed off guard and when the tender area 
is approached the muscles are not fixed guarding 
against pain. 

The method of palpating will determine to a 
large extent the credibility of the tenderness ob- 
tained. The fingers are only too often used as 
prods to awaken pain instead of intelligently to play 
upon the abdominal wall challenging the organs 
within to declare their condition. They should be 
made to act like individuals, each conscious of the 
pressure being exerted (its direction, degree and 
abruptness and the resistance encountered). No one 
can obtain reliable results by palpating the abdo- 
men as a moss pillow is kneaded into softness. 
The first touch should be gentle and sott; deep 
palpation should be last. The tips of the fingers 
should be used only to more exactly define the seat 
or character of tenderness previously demonstrated 
under their palmar pressure. 

In this connection percussion should be men- 
tioned as a valuable means of locating and defining 
a tender area. There is no better instrument for 
this purpose than the middle finger. By light per- 
cussion a nice distinction may often be made he- 
tween a deep seated visceral lesion and a referre: 
tenderness in the area of somatic nerve distribution. 

In locating a lesion associated with abdominal 
tenderness the question naturally arises: Are there 
some special features of this tenerness which will 
shed light upon the diagnosis? This may be dis- 
cussed under the following heads: 

Ist. Superficial tenderness. 

2nd. Deep tenderness. 

3rd. The outlines or exact location of the tender- 
ness. 

4th. The accompanying objective symptoms. 

5th. The character and associated subjective 
symptoms, 
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Superficial tenderness is limited to certain dis- 
tinct areas of cutaneous nerve distribution. These 
areas have been clearly indicated upon charts to 
which fact reference need only be made. These 
cutaneous areas are defined by gentle touch or 
pinching. The finger passed over the hypersensitive 
area feels rougher than over normal areas and 
awakens a sense of burning or rawness, There is 
no swelling as a rule, though redness and zoster 
eruptions are noted at times. 

Tenderness of inflammatory lesion of the abdom- 
inal wall is usually accompanied by an exact loca- 
tion not corresponding to the whole area of nerve 
distribution, a hard resistant feel, and later by red- 
ness, edema, swelling. 

When a somatic nerve area manifests tenderness 
it will be observed that certain nodal points have 
the degree of tenderness exaggerated, the Valle 
nodes. It must be admitted that tenderness of the 
abdominal wall over a diseased viscus is not readily 
differentiated from that which is located in the vis- 
cus unless other accompanying features of this ten- 
derness be taken into consideration. Deep tender- 
ness is awakened only by deep palpation and indi- 
cates a disturbance of sensibility lying deep. When 
the parietal peritoneum overlying a viscus becomes 
involved by the pain-producing lesion the location 
of the area involved becomes an easy matter 
through the sensory nerves of the abdominal 
wall. 

The location of tenderness undoubtedly is a most 
valuable aid in arriving at a diagnosis. It is a fact 
that a viscus usually lies directly under that part of 
the abdominal wall which is innervated by somatic 
nerve fibers coming off from the same spinal seg- 
ment as the nerve fibers which supply the viscus. 
This is due to developmental shifting, in like degree, 
of the splanchnic and somatic structures. It may, 
therefore, be argued by one, that the tenderness is 
located in the viscus, and by another that it is in the 
parietes. The location, nevertheless, bears an im- 
portant relation to the viscus involved regardless of 
the actual seat of tenderness. For instance, it may 
be argued by one that the tenderness due to appen- 
dicitis is located in the distribution of the 11th dor- 
sal nerve, its nodal point of greatest sensibility 
being at McBurney’s point; by another it may be 
held that the involved mesenteriolum lies directly 
under McBurney’s point and its sensory nerves are 
awakened into response by inflamed lymphatic 
glands, and still by others that the inflamed appen- 
dix is causing painful impulses transmitted directly 
from the viscus. The fact remains, however, that 
the seat of tenderness, finding no parietal lesion 


capable of awakening tenderness, points to the in- 
volvement of the appendix. 

The areas of distribution of the somatic nerves 
to the abdominal wall may be stated in a general 
way as follows: 

The 6th and 7th dorsal to the epigastrium, the 
8th to the region above the navel, the roth to the 
navel region, the 11th and 12th to the rectus below 
the navel, and the 1st lumbar to the hypogastrium, 
sending also a twig of the tunica vaginalis. The 
chief viscera are supplied as follows: The stomach 
receives its sensory fibers, according to Head, from 
the 6th, 7th, 8th, and oth dorsal spinal segments. 
The small intestines receive theirs from the gth to 
the 12th dorsal segments, the large intestine from 
the same source. The appendix is largely supplied 
by the 11th dorsal segment. The rectum receives 
supply from the 2nd to the 4th sacral segments ; the 
liver and gall-bladder are supplied by the 7th to the 
10th dorsal segments ; the pancreas by the lower six 
dorsal segments. The kidneys are supplied from the 
roth, 11th and 12th dorsal, the upper ureter from 
the 10th dorsal and the lower ureter from the Ist 
lumbar. The bladder and prostate receive supply 
from the sacral segments. According to Head, the 
ovary is supplied by the 1oth dorsal, but the Fallo- 
pian tubes by the 11th and 12th dorsal and 1st lum- 
bar. The body of the uterus is supplied by the 11th 
and 12th dorsal, while the cervix is supplied by 
the 3rd and 4th sacral. The visceral peritoneum 
derives its supply from the nerves which supply the 
particular organs which it covers; the parietal por- 
tion is supplied by the somatic branches which reach 
the particular areas of the wall supplied by each. 

Certain diseases are more apt to produce tender- 
ness than others and the known possibility of cer- 
tain lesions being found in given viscera, often 
helps to locate the disease. The chief of these is 
inflammation. The tenderness resulting from in- 
flammation of, for instance, the appendix, the gall- 
bladder and the Fallopian tubes, helps to locate a 
lesion when with symptoms of inflammation, one or 
more of these areas overlying the organs are 
markedly tender. 

The objective symptoms: local muscle spasm, po- 
sition of the body or limb, the rate of respiration, 
tympany or dulness, local swelling, pulse rate and 
temperature, etc., must be considered in arriving at 
the significance of tenderness. It would carry this 
paper too far to discuss the significance of all these 
associated symptoms. I direct attention, however, 
to an illustration which indicates the value of so 
doing. Some years ago Murphy called attention to 
the sudden stop to inspiration when, in gall-bladder 
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inflammation, pressure is made over the abdomen 
just median to the tip of the 9th rib. I would call 
attention to the relief given by deep inspiration 
when pressure is made over the duodeno-pyloric 
area the seat of inflammatory lesion, and the return 
of sharp pain toward the end of expiration. This 
is due to the interposition of the liver edge and the 
raising of the fingers off the involved tissues by the 
inspiratory effort, The point of tenderness is nearly 
coincident in both lesions and this plan of differen- 
tiation between them becomes valuable. Frequently 
in the female, the area of tenderness is alike for 
appendicitis and salpingitis. Bimanual palpation of 
the involved tube associated with distinct exaggera- 
tion of the leucorrhea, and perhaps finding the 
gonococcus, will enable the examiner to make a 
diagnosis. Nothing in the character of the tender- 
ness and associated subjective symptoms will enable 
one to positively make a diagnosis. 

Between lesion, on the one hand inflammatory 
and on the other mechanical, symptoms help materi- 
ally to locate the trouble. Colics with non-infec- 
tious symptoms contrast strongly with those fever- 
producing disorders which are characteristically 
found in certain locations. Renal stone with the 
urinary symptoms, and ileocecal invagination with 
the alimentary symptoms, contrast sharply with 
those inflammatory disorders found in the right ab- 
dominal region, 

The locating of a visceral lesion of the abdomen 
associated with tenderness and pain must depend 
often to some extent upon associated symptoms, 
both objective and subjective. A purely visceral 
lesion unassociated with parietal complication fre- 
quently refers pain to the median territory, um- 
bilical or epigastric. It is commonly noted that 
pressure over an appendix causes pain referred to 
the umbilicus, and handling of the bowels under 
a local anesthetic exploration produces discomfort 
about the navel; lesions of the gall-bladder, the 
stomach and the duodenum constantly awaken pain 
in the epigastrium. On the other hand, pressure 
over a distended colon may awaken pain at the seat 
of an inflamed appendix, and pressure upon any 
area of a distended abdomen may produce a painful 
response from a diseased area not directly under the 
point of pressure. 

The most misleading symptom is pain when re- 
ferred to the opposite side of the abdomen or when 
referred to a territory above or below the seat of 
lesion. A stone in one kidney may awaken pain in 
the opposite, an ovarian disease may cause an in- 
tense pain under the breast. 

Diseases of extra-abdominal viscera may awaken 


tenderness and pain in the abdomen. Pulmonary 
and pleural inflammation have frequently been mis- 
taken for peritonitis, enteritis and appendicitis. I 
have seen a heart lesion cause all the symptoms of 
gastric ulcer except the vomiting of blood. A care- 
ful chest examination alone will enable the exam- 
iner to locate the disease. 

Systemic disorders or intoxication, uremia, ar- 
teriosclerosis, the erythemata, toxic neuritis and 
metal poisonings will not unfrequently awaken ab- 
dominal pain. Tenderness may likewise accompany 
the pain and require careful examination to locate 
the disorder. 

Lastly, I would call attention to those pains of 
central origin which are referred to the abdomen. 
Pott’s disease, tabes and tumors in the spinal canal 
illustrate this-class. Usually the subjective pain is 
but accompanied by tenderness, at least not of any 
acuteness. 


THE INDUCTION OF PREMATURE LABOR 
IN AMAUROSIS AND AMBLYOPIA, IN 
CONNECTION WITH THE ALBU- 
MINURIA OF PREGNANCY.* 
Tuomas R. Pootry, M.D. 


NEW YORK, 


Nearly twenty years ago I was asked by the then 
President of the Academy to read a paper on this 
topic,f and I therefore feel distinctly honored in be- 
ing asked to repeat it before the same learned body 
after so long an interval. While much will be add- 
ed to the original paper, nevertheless, in the ordi- 
nary nature of the case, a small part of it will, of 
necessity, be a repetition of what has already been 
published. 

Among the indications for the induction of abor- 
tion or premature labor in the albuminuria of preg- 
nancy disturbances of vision have not received the 
attention which the great importance of the subject 
seems to demand. It has long been known that 
pregnant women are liable to affections of visions, 
from slight impairment of sight to even complete 
and permanent blindness. This fact was also known 
before the discovery of the ophthalmoscope revealed 
the real cause of the blindness, attributed to 
affections of the brain. Loss of sight may occur at 
any time during pregnancy or after delivery, and 
may recur a° several successive pregnancies, but is 
more apt to take place in the later months. The 


* Read before the New York Academy of Medicine, December 19, 
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affection of vision may last for weeks, and then 
after labor, complete recovery may ensue, or the 
sight may be completely lost. 

The changes in the eye in the albuminuria of 
pregnancy, are essentially the same as those ob- 
served in the course of chronic nephritis. Without 
entering into a description of these——which is not 
necessary for present purposes—it will be sufficient 
to designate two ways in which the sight may be im- 
paired: 

1. A sudden more or less transitory or complete 
loss of sight (uremic amaurosis) without apprecia- 
ble changes in the fundus oculi. 

2. A gradual failure, at first not complete loss of 
vision, with characteristic changes in the retina and 
optic nerve which in time may lead to blindness 
(neuro-retinitis, Brightii or albuminurica). These 
facts having been so well established, it would seem 
strange that it is of comparatively recent date that 
the induction of premature labor, solely with the 
view of arresting the progress of the eye disease, has 
been advised, but such is the fact. I have looked 
over a number of the more important works on 
Obstetrics,* both ancient and recent, with reference 
to this point, and while they all mention the occur- 
rence of visual disturbances, there are, with only two 
exceptions no suggestions as to this being the indi- 
cation for bringing on premature labor. These two 
exceptions occur in Webster, 1903, and Hirst, 1906. 
The former says: “If ominous symptoms arise, in- 
cluding failure of vision, abortion may be induced.” 
The other says that among the indications which 
point imperatively to the induction of premature la- 
bor, in the interest of the mother, is the failure of 
vison. The text-books on ophthalmology? are al- 
together quiet on this subject or, at least, very con- 
servative. I have looked over a number, and the re- 
sult has been a failure to find any special reference 
to the necessity for interference in such cases, or 
but faint arguments for taking active measures to 
prevent disaster to sight. 

Swanzy and Werner, 9th edition, 1907, say: 
“Taking into consideration the serious import of the 
eye symptoms for the life of the patient, it is a 
question whether, in many cases of pregnancy, with 
albuminuric retinitis, abortion should not be done.” 
This advice, however, it will be noticed, is based 
upon the known fact that when the eyes are affected, 
the prognosis for life is bad,—rather than with a 


* Lusk, Matthews, Duncan, Caseaux, Tarnier, Cyclopedia of 
Obstetrics and Gynecology, 7th Revised American Edition, Charpen- 
tier, translated by H. Grandin, of New York. Text-books: Warren, 
1908; Wright, 1905; Webster, 1903; Hirst, 1906; Peterson, 1907; 
Eden, 1906; Williams, 1908; Edgar, 1904. 

+ Swanzvy and Werner, 1907; de Scheweinitz, 1906; Parsons, 1907; 
Theobald, 1908; Hansell and Sweet, 1903; Ball, 1904, and Fuchs in 
his last edition. 


view of preserving sight. Ball, 1904, says the ques- 
tion whether premature labor should be induced, 
should receive careful attention. In the Norris and 
Oliver System of Ophthalmology, there are two ar- 
ticles of a similar nature, but this work can hardly 
be called a text-book.* 

We, therefore, are naturally led from the fore- 
going facts, to consider whether it is ever justifiable 
or proper to provoke premature labor, or abortion 
for the restoration or preservation of sight alone, 
even when other symptoms, usually recognized as 
sufficient cause for this procedure, may be wanting. 
And it is the main object of my paper to discuss this 
very phase of the subject. For this reason, it seems 
especially desirable to bring the question before a 
body like this, composed as it is, of obstetricians and 
general physicians, rather than before a society made 
up of specialists alone. For the question as to the 
propriety of such a course as well as the indication 
for its adoption, can be best settled upon a proper 
scientific basis by the obstetrician and ophthalmolo- 
gist, acting in conjunction. It will require the ex- 
amination of the fundus oculi by a competent oculist 
to decide whether the retinal mischief, alone, is suf- 
ficient to warrant such a serious operation. But 
there may be other considerations to be taken into 
account, which he is not so competent to decide. 

The credit for first having caused the induction 
of premature labor, for the only reason that per- 
manent blindness was threatened, belongs to our late 
distinguished Fellow, Dr. E. G. Loring, who has 
given in an admirable paper} on the subject, his ex- 
perience in the matter. Although Loring’s case 
was not clearly one of uremic amaurosis or retinitis 
albuminurica,—in the sense in which we are now 
considering the subject,—but of atrophy of the optic 
nerves aggravated, if not caused by rapidly succeed- 
ing pregnancies, it, nevertheless deserves our con- 
sideration here as being the first case of the kind 


‘published, in which the operation was performed for 


the preservation of vision. 

“The patient, in whom one eye was already blind, 
was thirty-five years of age. The vision of the 
other eye was threatened. She had three children, 
and before the birth of each, impairment of vision, 
so that after the third child’s birth, she was blind in 
the left eye, and in the right eye, vision = 1/3. Be- 
coming pregnant again, and loss of use of the re- 
maining eye being feared, abortion was induced at 
the third month, and she made a good recovery, the 
vision becoming very much improved. Whether or 


* In the discussion Dr. Jacobi called attention to de Schweinitz’s 
book, in which he says that the indication for the production of 
abortion is the persistence of a los§ of vision in previous pregnan- 
cies. 

{ Trensactions of the American Ophthalmological Society, 1883. 


908, 
ary 
is- 
I 
of 
re- 
1m- 
ar- 
ab- 
any 
ate 
ot 
en. 
nal 
is 
ny 
IR 
be- 
dy 
1d- 
di- 
of 
en 
g- 
he 
ect 
1at 
ns, 
te 
vn 
ed 
to 
at 
nd 
iS 
he 


72 AMERICAN 
JOURNAL OF SUKGERY. 


PooLEY—INDUCTION OF LABOR. 


March, 1908. 


not the condition of the kidneys had anything to do 
with the loss of vision in this case, it seems evident 
enough that the successive pregnancies had. The 
usual symptoms of albuminuria were wanting, and 
there were at no time evidences of albumin in the 
urine. But for all this, may not the condition have 
been due to the effects of uremic poisoning on the 
optic nerves, finally resulting in atrophy of the 
discs? In order to obtain the author’s own opinion, 
a note was addressed to him, which is so interesting 
that we may be excused if we quote it in this con- 
nection. “I do not consider that my case depended 
on kidney disease, as we are able now to recognize 
it. I went out of my way to insist that after every 
known test had been exhausted, no sign of kidney 
disease could be found. Now, as to whether in this 
case there was neutritis without atrophy, depends 
I think, on how we look at it. The ophthalmoscope 
certainly showed that there was some blanching of 
the disc,—indeed, a great deal,—but, on the other 
hand would you say it was a case of ‘progressive 
atrophy,—a term which I had used in the letter to 
the doctor—which improved in vision from count- 
ing fingers in a few feet, up to vision = 2/5? There 
would seem to be in this case a mixture of inflam- 
mation (neutritis) and atrophy. If taken early 
enough the inflammation may be reduced so that 
vision improves, and yet some atrophy remains, as 
seen by the mirror. You may speak of uremic 
amaurosis, and if so, what and where is the lesion? 
For example, there are cases of so-called uremic 
blindness when there are no ophthalmoscopic signs 
at all; although in these there might have been if 
death had not intervened. In a great many of them 
I am induced to think that there is a retro-bulbar 
neuritis as the initial lesion, which may show itself 
at a later day as an atrophy of the disc. Still, we 
know very little about the matter.” 


I have already made reference to uremic amauro- - 


sis, not, however, venturing any explanation as to 
what the lesion, in such cases, is, as it is a mere mat- 
ter of speculation and no changes in the eye have 
been seen. But whatever may be the cause there 
seems to be no good reason why atrophy of the 
nerve may not result from obscure disease of the 
kidney. But I am now able to add, in confirmation 
of this view, at least one case of my own. In this 
instance, the patient became totally blind from 
uremic amaurosis, there being no changes in the 
fundus oculi, but later on total atrophy of the nerves 
eisued. I shall have occasion to refer again to this 
case, later on. 


Dr. Loring’s suggestive remarks gain force when 
we consider that there are many cases of granular 


kidney, in which albumir: in the urine is not detect- 
ed,—at least, not for a long time. Aside from this 
very interesting case which has been briefly sketched 
as the first,—so far as ascertained, of the kind pub- 
lished, the author’s paper includes the subject of dis- 
turbance of vision in the albuminuria of pregnancy, 
and very ably advocates the importance oi the in- 
duction of premature labor in cases where loss of 
vision is threatened. Since this publication would 
seem to justify the priority of Loring in recommena- 
ing this important procedure, his case is given the 
first place in these remarks, and throughout this 
paper frequent reference to it will be made. That 
his publication caused increased interest in this mat- 
ter, is shown by the appearance of another article, 
on the same subject, which soon followed, by Dr. W. 
O. Moore.* He points out that, although Loring’s 
was the first published case, in which premature 
labor was actually performed, Dr. W. J. Scott,? of 
Cleveland, Ohio, in 1875 called attention to the ne- 
cessity of producing premature labor but does not 
mention any case in which this was done. In a case 
reported by Dr. Holmes,t of Chicago, premature 
labor was advised, not on account of the blindness, 
but because of the general condition of the patient, 
she having at the time a pericardial effusion. 

More recently, the subject was fully discussed in a 
Meeting of the New York Ophthalmological So- 
ciety, April 11th, 1887. 

I shall now very briefly relate a series of cases, 
first, in which the patient was either allowed to go 
to full term or in which premature birth occurred 
spontaneously, and, second, in which premature la- 
bor was induced artificially to see whether the per- 
manent results as to the vision, were improved by 
the procedure, as by this means we can best judge 
as to the advisability of this method of treatment. 

First of all, I shail report two cases of my own. 
The most strikingly lamentable one, in which sight 
was lost completely by uremic amaurosis, was that 
of a primipara, of 21 years. She gave birth to her 
child on Dec. 23d, 1905. Her eyesight began to 
fail about one month before delivery. Her urine 
contained albumin, and she had suffered from vari- 
ous varieties of uremic poisoning for a year or more 
previously. When I saw her in consultation with 
her family physician, after the child’s birth, she was 
totally blind. The pupils were ad maximum dilated, 
and did not respond to light, but the ophthalmoscope 
showed no changes, that I could appreciate, in the 
fundus, although I thought the arteries were rather 
small. The later picture of this case was that of com- 

* New York Medical Journal, April 17, 1886. 


+ Transactions of the Ohio State Medical Society, 1875. 
t Archives of Ophthalmology, Vol. 10. 
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plete atrophy of the optic discs. One can but regret 
that premature labor had not been induced in this 
case for does it not seem reasonable that, had this 
been done, the blindness might have been averted? 

This is the only case I have seen in which perma- 
nent loss of vision resulted from uremic amaurosis, 
without changes in the fundus, although many such 
have been reported. . 

Mrs. B., aged 36, was seen by me October 2nd, 
1880, six weeks after confinement in consultation 
with Dr. Lees. During pregnancy, she had several 
attacks of dimness of vision nausea and headache, 
with albumin in the urine. Toward the latter end 
of the eighth month, the sight became more serious- 
ly affected, and this continued after her confinement, 
as a “film before the eyes.” Examination of the eyes 
at this time, showed a very well marked, though not 
high degree of neuroretinitis. There was venous 
hyperemia, slight haziness of the retina, and the out- 
lines of the nerve were indistinct. At the region of 
the macula lutea appeared several white patches, 
which assumed the stellate arrangement so charac- 
teristic of Bright’s retinitis; albumin still in the 
urine, but much less than before and just after con- 
finement. The sight at this time was not accurately 
ascertained, as the patient was still in bed. 

20 20 

October 19th—V. = — in the left, — in the 

40 50 
right. The ophthalmoscopic appearances had much 
improved, and there was still less albumin in the 
urine. 

December 16th. The ophthalmoscope showed a 
slight haziness of the retina, and some dilatation of 
the veins; no longer any albumin. From this time 
on the patient made a good recovery, and the vision 
became normal. For a long time, however, she 
complained of asthenopia and blurring of objects. 
This lady has been under observation occasionally, 
every year since this occurrence,—now seven years 
ago; she has, fortunately, never again become preg- 
nant, and has been in full possession of useful vision. 

This is one of the most fortunate recoveries which 
has come under my notice and for this reason alone, 
is here inserted. The result is hardly ever as good 
as this, for the later changes in the neutritis usually 
cause some atrophy of the nerve and retina, with 
corresponding loss of sight. In order, however, to 
be impartial in the selection of cases this was report- 
ed as one in which premature labor was not in- 
duced. It will be noticed, however, that the perma- 
nent dimness of vision did not come on until the 
end of or after pregnancy. The temporary obscura- 
tions of sight were doubtless due to uremic amauro- 


sis, without changes in the retina or optic nerve 
taking place. 

The following case is reported by Mr. Robert 
Lee,* of London, the particulars being furnished to 
him by Mr. Bowman. 

On December 7th, Mr. Bowman was consulted 
by a lady who was pregnant, and who had rather 
suddenly, in a great measure, lost her sight. The 
urine was found to be excessively loaded with al- 
bumin. At Mr. Bowman’s suggestion the patient 
consulted Mr. Paget and Dr. West, who anticipated, 
Mr. Bowman says, as he did himself, that the con- 
finement would be attended with convulsions of a 
dangerous character. No ophthalmoscopic exami- 
nation was reported and on January 9th, about one 
month later, she had a premature confinement of a 
male fetus, which was still-born. The patient re- 
gained her health and strength, but Mr. Bowman 
regrets to say that the sight has only partially re- 
turned. 

tastlake,t quoted by Moore (1. c.), reports the 
case of a patient, aged 34, who had given birth to 
nine children at full term and had had no miscar- 
riages. At the birth of the first child she had no 
ocular symptoms. On the second day after the birth 
of the second child, and after all her seven subse- 
quent labors, she suddenly became totally blind in 
both eyes, the blindness lasting from three to five 
weeks. Ophthalmoscopic examination of the eyes 
long afterward demonstrated only the existence of 
contracted retinal arteries and blanched optic 
nerves. No account of the examination of the 
urine was given, but the picture may have been that 
of the last stages of albuminuric retinitis. 


Dr. Holmes, of Chicago, published a case which, 
although incomplete, inasmuch as he does not tell 
us whether artificial delivery (which was recom- 
mended by the attending physicians), not, however, 
on account of the blindness, but the general condi- 
tion of the patient, was actually performed. 

The patient, aged 35, was a primipara, whom he 
was called to see in consultation, in the sixth month 
of pregnancy. The retinae were pale and edemat- 
ous, the discs indistinct, and the patient was totally 
blind in each eye. But there was none of the white 
exudations, usually seen in Bright’s retinitis at the 
macula or elsewhere. The conjunctiva was ede- 
matous, and the eyes were immovable. In the right 
eye a detachment of the retina was present. The 
patient had anasarca, with albumin in the urine. 
She was seen by Dr. Holmes six weeks later, and 
showed in the left eye several light-colored patches 


* Transactions of Obstetrical Society, London, Vol. 5, 1863. 


+ Medico-Chirurgical Transactions, Vol. 46, p. 171. 
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—-atrophy of choroid, bordering the discs. Could 
read Jaeger No. 1, at ordinary distance. In the 


right eye there was atrophy of the choroid, and at 
the site of the former detachment, a long deposit of 
pigment. She had a central scotoma, and vision = 
1/3. The patient was totally blind for three weeks, 
and entirely color blind for three months. 

In striking contrast to the above case, is one re- 
ported by Brecht, of Berlin, and referred to by Lor- 
ing in his paper, in which separation of both retinae 
occurred during gestation, and where readjustment 
of both took place after a premature birth, which 
occurred without any artificial intervention. 

In January, 1863, Mr. Lee (1. c.), saw a young 
lady in the third month of her pregnancy. At that 
time she was suffering from sensitiveness in the 
region of the uterus, sickness of the stomach, and 
general nervous irritability. The pulse, however, 
was not very rapid, and there was no symptom to 
excite alarm. On March 21st, two months later, he 
received a note from Mr. Bowman, desiring a con- 
sultation, as the patient had consulted him for defec- 
tive vision. The urine was loaded with albumin, 
and there was destructive disease going on in the 
coats of the eve. As the patient was in the sixth 
month of pregnancy, and seemed to be threatened 
with convulsions, and especially, as the symptoms 
became urgent in the following three days, prema- 


ture labor was proposed by Mr. Lee, as he believed. 


the affections of the kidney and eyes arose from the 
pregnancy. Before, however, having recourse to 
this, it was considered proper to have a consultation 
with Dr. Robert Ferguson, who thought it inadvis- 
able to induce premature labor—chiefly on the 
ground that the life of the child would necessarily 
he sacrificed. It was determined, on account of this 
advice, not to interfere, but to wait and see what 
course the disease would take. On April roth, or 
three weeks later, there was an attack of convul- 
sions, and as these were sufficient to excite appre- 
hensions that fatal puerperal convulsions would take 
place—it was considered proper, after a second 
consultation, to immediately induce premature labor. 
This was successfully performed, and, with occa- 
sional drawbacks, the patient continued to improve 
for the next ten days, when she could distinctly see 
the figures on the dial of her watch. 

How much better the result, in this case, for the 
restoration of vision might have been, had the oper- 
ation been performed earlier. 

Cases of this kind, in which the patients were 
either allowed to go to full term or where, Nature 
intervening, by causing premature delivery, the 
patients, the cause having been removed, have 


shown the good effects upon the impaired eyesight, 
might be multiplied. 

But we turn now to those in which premature 
labor was induced upon the advice of the oculist, 
for the purpose of improving or restoring vision 
alone. A case in which the result obtained from the 
induction of premature labor, to save the sight 
alone, and which was most gratifying, was seen by 
me in consultation with Dr. Arango, of this city, 
on November 11th, 1885. 

The patient was a multipara, aged 40, in the sev- 
enth month of pregnancy, and whose sight was so 
much impaired that she could scarcely find her way 
about. Vision = 1/10 the normal, in each eye. 
The ophthalmoscope showed neuroretinitis, whitish 
exudations scattered over the fundus, but especiailv 
at the macula, and numerous hemorrhages. With 
the exception of albumin in the urine, there were 
absolutely no other evidences of disease of the kid- 
nevs. The immediate induction of premature labor 
was advised, in the belief that if the patient was al- 
lowed to go on to full term, she might become irre- 
vocably blind. After a delay of nearly three weeks, 
her sight becoming still worse, the above procedure 
was undertaken by Dr. Arango, on November 30th, 
and she was delivered of a still-born child, which 
had probably been dead some time. On January 6th, 
of the succeeding year, a little more than five weeks 
after the operation, the patient came to my office: 
I found vision = 20/70, There was very great im- 
provement in the retinae, although still some neuro- 
retinitis and exudations. The improvement in vis- 
ion from this time on was such that she never came 
to see me again, and Dr. Arango wrote that her 
sight had become perfectly restored. 

Moore (1. c.) reports the following case: A Ger- 
man woman, aged 48, pregnant with the twelfth 
child, has never had any ocular symptoms during 
previous pregnancies. She said that three weeks be- 
fore she had a chill, and thought she had taken cold. 
Since then she has not felt so well. Shortly after 
this chill, she had impairment of sight in each eye, 
and although not completely blind, she was nearly 
so. She came under Moore’s notice on January 2, 
1881. She was anemic, no anasarca, urine contained 
about one-third albumin and some epithelial casts. 
The ophthalmoscope showed the media clear, the 
retinae much swollen and neuroretinitis, with exu- 
dations and hemorrhages well marked, more espe- 
cially in the macula of the left eye. Right vision = 
1/70, the left, fingers at one foot. The field of 
vision was so much narrowed that the patient was 
unable to walk alone. She was transferred from 
the Eye Infirmary to the New York Infirmary for 
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Women and Children, on June the 5th, when pre- 
mature labor was brought on, in the eighth month 
of pregnancy, of a still-born child. By June 3oth, 
there was only a trace of albumin, and vision had 
very much improved. The patient’s vision, October 
8th, was 20/50 in the right eye, and 20/70 in the 
left eye, at which point it has been maintained. 

One of the most forcible examples of the value 
of the procedure which this paper advocates, is the 
case reported by Dr. O. I*. Wadsworth,* of Boston, 
in which, besides there being ocular symptoms of 
albuminuric retinitis, there was detachment of the 
retina in both eyes, resulting in complete loss of 
vision. After the induction of premature labor, the 
retinae became reattached, and useful vision was 
restored. Dr. Risley, one of the most competent 
and conservative of ophthalmologists, in the discus- 
sion which followed the reading of this case, said: 
“There are cases in which you are not justified in 
allowing the pregnancy to go on to full term.” He 
also reported a case in which labor was brought on 
in the fifth month of pregnancy, and the eyes recov- 
ered so completely that he felt, and so did the 
woman's husband—a very intelligent physician— 
that the procedure was thoroughly justified. The 
patient would unquestionably have been blind if the 
pregnancy had been allowed to go on to full term— 
if, indeed, she had not lost her life. 

At a meeting of the New York Ophthalmological 
Society, April 11, 1887, Dr. Callan reported the case 
of a woman, aged 23. The previous August she 
was within two months of tull term, when she be- 
came entirely blind. Premature labor was induced 
and three days after she could see large objects. 
Two months later she had entirely recovered. She 
then thought she was pregnant again. Vision, right 
eve = 20/40, left eye = 20/70; nerve atrophic, with 
white spots in the region of the macula, and she 
thought her sight was failing. Dr. Callan advised 
her to wait two months before doing anything, and 
asked the opinion of those present. Dr. Webster 
thought Dr. Callan’s advice was good, and said it 
was like a case which he saw in consultation with 
Dr. Lawrence Johnson, the patient being in the 
second or third month of pregnancy. In the eighth 
month she had convulsions lasting all one night; in 
the morning she was blind in both eyes. The oph- 
thalmoscope showed absolutely no changes. The 
loss of sight was probably due to a uremic poison- 
ing. Dr. Webster then advised premature delivery. 
This was performed within twenty-four hours. The 
child lived and the mother recovered, her vision be- 
ing restored. 


* Transactions of the American Ophthalmological Society, 1887. 


Dr. Cocks said he had also reported three or four 
cases, and thought that the prognosis was good 
where there is no retinitis albuminurica. Dr. Callan 
said that Dr. Holmes, of Scarboro, had reported a 
case like these, and that in the case which he, him- 
self, reported, there were, no doubt, changes of an 
inflammatory nature in the retina. 

Is not the lesson to be learned from these cases 
so clear that “he who runs may read”? Here we 
have cases in which the patients were allowed to go 
to full term—in some instances through successive 
pregnancies, with serious impairment of sight, and 
in some cases they became blind; others suffered 
permanent impairment of their sight; again, pre- 
mature labor without interference occurred, with the 
immediate improvement of vision, while, again, in 
the cases, from the classical one of Loring’s, down 
to the ones more recently published, in which the 
induction, of premature labor was resorted to, the 
sight was always improved in the most unpromising, 
and in the most favorable ones, fully restored. The 
prognosis in all these cases, especially where there 
are changes in the retina, will no doubt be modified 
by the pre-existence of chronic nephritis; in fact, it 
is held by some observers Frerich and Braun 
especialiy—-that puerperal convulsions, presumably 
also, therefore, neuroretinitis, occurs oniy in preg- 
nant women or thuse suffering from Bright’s dis- 
ease. This view, however, is not concurred in by 
Seyfert, of Prague, and many others. 

I‘ordyce Barker* says: “I express the conviction, 
based on experience and observation, that in nine 
out of ten, in private practice, where albuminuria is 
found in pregnant and parturient women, the struc- 
tural lesions of the kidney, which may be properly 
designated as Bright’s disease, did not exist previ- 
ous to pregnancy. And even in hospital practice, 
where the organic changes exist in a larger propor- 
tion of cases, it is my belief, after a careful review 
of my experiences, that the assertion I have just 
made is true, in seven out of ten patients. I may 
here express my conviction that the albuminuria of 
pregnancy and the organic disease, which can prop- 
erly be termed ‘acute Bright’s disease,’ in the non- 
pregnant, should be regarded clinically, etiologically 
and sometimes pathologically, as distinct diseases, 
requiring different therapeutic treatment, and hav- 
ing essentially a different prognosis.” 

The same conclusion is arrived at by Lanford and 
Scobl,+ as well as by many others. Be this as 1t may, 
in the cases where chronic nephritis is present, the 
prognosis both for life and vision is worse, for the 


* Medical Record, February 11, 1888. 
7 Oliver and Norris System of Diseases of the Eye. 
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removal of the fetus does not cure the kidney dis- 
ease. Everyone engaged in ophthalmic practice will 
bear me witness, how fatal the prognosis for life 
is in chronic Bright’s disease, with neuroretinitis. 
That, on the other hand, so many cases in pregnant 
women, with albuminuria and retinitis, get well, 
would seem to be a forcible argument against this 
opinion. Does not the argument seem a strong one 
—that in all cases in which there are changes going 
on in such delicate structures as the optic nerve and 
retina, the danger of their being destroyed and 
blindness resulting, is rendered greater by allowing 
the labor to go on to full term, and waiting until 
very much more damage is done? 

It seems as though Nature herself attempts to 
guide us to the proper course to pursue, for it must 
be noticed how often the occurrence of premature 
labor takes place without surgical interference, and 
how much better the results have been than when 
labor went on to full term. Why, therefore, should 
we not anticipate the action of Nature, especially in 
the last months of pregnancy, when the child is stil! 
viable? Life is often endangered when vision is, 
and when this is the case, there can be no doubt as 
to the weight of authority among obstetricians be- 
ing in favor of abortion or premature labor. Is not 
death itself preferable to blindness, and what woman 
left to choose between the alternatives would choose 
to become a mother at such a cost? But there are 
also cases, like those of Loring’s and others, in 
which the impairment of vision comes on earlier in 
gestation—probably of more frequent occurrence 
than is generally supposed—and in which the re- 
sponsibility becomes infinitely greater. In these 
cases the impairment begins early and continues to 
grow worse throughout the progress of gestation, 


and these symptoms recur in successive pregnancies, 
until eventually total blindness is the result. 

Dr. Howe,* of Buffalo, in an analysis of cases 
occurring over an interval of fifteen years, says: 
“These tend to show that when vision begins to be 
impaired only in the last two weeks of pregnancy, 
recovery follows almost invariably.” 

Of those described as being in the eighth month 
or thereabouts, when the retinitis commences, not 
one-half recover, and some do not materially im- 
prove. Again, where these begin earlier than was 
estimated as the middle of the seventh month, when 
Nature did not interfere by bringing on a miscar- 
riage, and when the patient escaped with her life, 
it was only to remain blind forever afterward. 

Culbertson,? from some collected statistics, gives 


* American Journal of Ophthalmology, Vol. I1, Nos. 5 and 6. 
* American Journal of Ophthalmology, 1894, p. 133. 


as the result of the albuminuric retinitis of preg- 
nancy, recovery of full vision in 58 per cent. and 
blindness in 25 per cent. 

Silex* reports twenty-six cases. Of these eleven 
recovered vision 1/6, ten vision below 1/6, and five 
were almost blind. 

With this array of figures and facts before them 
who can but conclude that, in extreme cases, where 
the sight is either lost or the risk of its loss ig immi- 
nent, the production of premature labor, or even 
abortion, is justified and even demanded? 

It, no doubt, will be argued by some of my hearers 
that the reason why no interference should take 
place until the patient is actually suffering from 
some grave constitutional trouble, which threatens 
life, is that such interference would be unjustifiable, 
both on moral and legal grounds. In answer to any 
such objections, | cannot do better than to quote the 
words of Loring: “As for the moral aspects of the 
case, or what, in some minds, passes for such, I 
have neither the time nor the inclination to go into 
such a wide field of discussion. There may be physi- 
cians who, as physicians, even unrestrained by legal 
considerations, might think it right that the highest 
and most useful of all our senses should be sacri- 
ficed, rather than that any interference with the 
workings of Nature should take place. From a 
medical standpoint it is hard to conceive of such a 
thing. And this is all that interests us here. From 
a legal point of view, it is difficult to believe that 
there can be but one opinion, and that is, in favor of 
the operation when the circumstances are such as to 
demand it. The law states that ‘premature delivery 
shall not be performed, except for the preservation 
of the life of the mother or the child,’ and it is pre- 
cisely for the preservation of life that it would be 
done when evesight is threatened. For the one is 
part and parcel of the other, and in operating to 
save the sight, we are operating to save life. Thus 
Simpson many years ago declared, and the opinion 
is universally upheld to-day, that symptoms such 
as headache, giddiness and derangement of sight are 
merely premonitory symptoms of puerperal convul- 
sions, and when they are associated with albumin- 
uria, we may be certain of the liability of our patient 
to the supervention of convulsions. Moreover, it so 
happens that the derangement of vision occurs at a 
time when, as Graefe puts it, ‘the prognosis for the 
life is even worse than for sight.’ 

Given, therefore, a pregnant woman, with loss of 
vision or organic lesion of the retina or optic nerve 
as the prominent or even sole symptom, no one can 
say that a series of convulsions may not set in at 


* Annals d’Oculistique, 1895, p. 127. 
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any moment which will carry everything before 
them, including not only the life of the child, but 
also that of the mother.” 

It is with no desire to encourage license in the 
production of abortion or of premature labor, which 
many women only desire the slightest excuse to 
consent to, and which, alas! some unscrupulous 
physicians are too ready to advise, but in the firm 
belief that the threatened loss of one of the noblest 
of our faculties—the sense of vision—should be con- 
sidered to be of the same importance as the other 
symptoms which are said to more directly threaten 
life, and to justify such a serious procedure as the 
induction of premature labor, that this paper has 
been wriiten. 

From the preceding facts, we are led to deduce 
the following conclusions: 


1. That in all cases of pregnancy, it is not only 
desirable to examine the urine from time to time, 
but also to examine the eyes with the ophthalmo- 
scope, even in a routine manner, since, as is well 
known to oculists, a large percentage of cases hav- 
ing lesions of the optic nerve and retina, either have 
none ‘or make no complaint of loss of vision; but 
which may lead after a long interval, through the 
secondary or atrophic changes, to complete blind- 
ness. It is also to be borne in mind that varying 
degrees of blindness, and which usually do not ap- 
pear until the end of pregnancy, do not show that 
the retinal lesion may not already have been in 
existence for some time, and that the timely exami- 
is soon to be feared, and labor should be induced 
nation of the eyes might have saved sight and even 
life. Moreover, the evidences of disease of the 
kidneys not infrequently show themselves in the eye 
before they do in the urine. 


2. In uremic amaurosis, without changes in the 
eve visible to the ophthalmoscope, even should the 
usual symptoms, such as dizziness, nausea and 
threatened convulsions, be absent, their occurrence 
without waiting until the life, as well as the sight 
of the patient is in danger. 

3. Where neuroretinitis, with grave organic 
lesion of the optic nerve and progressive loss of 
vision is present, in the later months of pregnancy, 
and the child, if not dead from the effect of the 
kidney disease, may be viable, it is not only justified, 
but urgently demanded that premature labor be re- 
sorted to. If the danger of delay is such that to 
wait until this time would be to doom the patient to 
blindness, the operation should be performed even in 
the earlier months. 

4. In those instances in which, in one pregnancy, 
affections of vision have occurred which have re- 


mained permanent, abortion or premature labor in 
the following pregnancies which occur, may be ren- 
dered necessary. 

5. Prognosis as to the recovery of vision is bet- 
ter in cases in which chronic nephritis does not al- 
ready exist. 

6. The induction of premature labor or abortion, 
both morally and legally, is justified in order to save 
vision as well as life. 

7. Women having once suffered loss of or im- 
pairment of vision during pregnancy, should have 
the danger of again becoming so, and the relation 
of cause and effect fully explained to both them- 
selves and their husbands. 

107 Mapison Avenue, New York Crry. 


A USE OF THE AUTOMOBILE IN SURGI- 
CAL PRACTICE, WITH REPORT OF AN 
ILLUSTRATIVE CASE. 


W. B. Rem, M.D., 
ROME, N. Y. 


The following case is reported as an illustration 
of a method of overcoming one of the most trying 
necessities of emergency surgery, the provision of 
a suitable light. All of the country farmhouses and 
many city homes have no other light than oil lamps, 
which are inadequate for surgical purposes. It is 
my hope that this report may contain a suggestion 
which may be of help to anyone situated as I was 
recently, in the country, with a patient needing a 
major operation, and whose condition would not 
permit of removal to suitable hospital surroundings. 

On October 23, 1907, at about 4.30 P. M., a ‘phone 
message was received from the family physician of 
Mr. B., requesting me to come immediately in con- 
sultation in a case of suspected appendicitis, pre- 
pared to operate if it was thought advisable. The 
home of the patient, a small tenement farmhouse, 
was reached by automobile at 6 p. M., after a ride of 
fifteen miles. 


I found a male patient of 30, married. Family 
history negative. Personal history, always well ex- 
cept a severe attack of “stomach-ache” the previous 
April which lasted about twenty-four hours and 
was accompanied by vomiting. The pain was quite 
severe, of no definite localization, and was followed 
by some soreness over the belly. Present attack: 
The patient retired about 10 Pp m. the night of Oc- 
tober 22d, apparently in perfect health. About 2 
A, M. he was awakened by “cramps” in the stomach, 
followed in the course of one-half hour by severe 
vomiting, the supper of the previous evening being 
thrown up. This gave relief and the man slept 
until 7 A. M., when the cramps again awakened him, 
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but relief came again after a full bowel movement. 
But he said he ‘did not feel just right” and re- 
mained in bed. About 10 A. M., a light breakfast of 
toast and coffee was taken, and at 11.30 A. M., the 
cramps again returned, were more severe than at 
first, and the breakfast was vomited. After this, 
relief did not follow as before, but the pain became 
more severe and the “bowel cramps” were almost 
unbearable. 

Home remedies and local applications having 
given no relief, the family physician was sent for 
and arrived about 3.30 p. M. The pain had sud- 
denly stopped about 2.30 Pp. M., and the patient was 
better until just before the doctor arrived, when he 
had a severe chill. The temperature was found by 
the physician to be 102°, pulse 112, and there was 
marked abdominal tenderness. 


Long tube 


Automobile backed up te the kitchen window. 
attached to gas tank, passing into the room, 


Fig. 1. 


At the time of my physical examination the tem- 
perature was 103°, pulse 120, and there was board- 
like rigidity over McBurney’s point. The diagnosis 
of acute appendicitis with perforation was made and 
immediate operation advised and accepted. The 
kitchen was used as the operating room, and the 
“family ironing board” with either end on a small 
stand served as an operating table. 

While the nurse made the operating room prepa- 
rations, preparations for providing light were made 
in the following manner. 

The automobile was driven as close as practical 
to the kitchen window, the large searchlight lamp 
detached from the machine and passed into the 
kitchen. Rubber tubing ordinarily used for drain- 
age was spliced by a glass drainage tube and used 
to connect the gas tank on the side of the auto with 
the lamp in the kitchen surgery. The gas was then 
turned on, lighted and the illumination found to be 
ideal. In fact, the light was just as good as in any 
well-appointed operating room. 

The patient was prepared on the table. The usual 
McBurney incision was made and a large gangren- 


ous appendix with a perforation, and an enterolith 
in about its middle portion, removed. The abdomen 
was closed without drainage, and the patient made 
an uneventful recovery. 

The pathological condition of the appendix, dem- 
onstrated at operation, suggests the probable out- 
come of the disease had we been obliged to have 
wasted time in his removal to a hospital. Next to the 
danger of time loss, we cannot but be impressed with 
the great danger in the mechanical disturbance of 
the parts in moving a patient in such a condition 
over rough country roads, which of necessity would 
tend not only to mechanically scatter the infection 
caused by the perforation, but by starting a peris- 
talsis of the stomach and intestines, thereby also 
scatter the infection to such a degree as to cause 
general peritonitis. 


Vig. 2. Arrangement of the kitchen for operation. Assistant holding 
the automobile searchlight so that the light may be thrown 
in any direction desired. 

Next to the early diagnosis of the family physi- 
cian and his prompt action, I feel that the auto, 
with its gas tank and lamp, was a strong factor in 
the means of saving the man’s life. 


CAUSES OF CONGESTION OF THE BILE PASSAGES PRE- 
CEDING CHOLELITHIASIS. 


Preceding cholelithiasis there is usually a conges- 
tion or catarrh of the biliary passages, causing a 
stagnation of bile, with possible infection, and sec- 
ondarily the formation of gall-stones. This hepatic 
condition has for its origin: (1) toxic influences, 
arising from without or from within the body; 
(2) alterations of gastric or intestinal digestion, 
producing such modifications of the reflexes in the 
duodenal end of the stomach as to either limit or in- 
crease the hepatic secretion, thereby inviting the 
development of cholelithiasis ; (3) circulatory condi- 
tions of the liver secondary to heart disease, either 
valvulitis or myocarditis, or perhaps even arterio- 
sclerosis ; (4) morphological conditions causing dis- 
placement of the organ—Jonn H. Musser in The 
Therapeutic Gazette. 
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POST-OPERATIVE TREATMENT OF ADE- 
NOID PATIENTS. 
Bryan DEF. SHEEpy, M.D., 


Instructor in Diseases of the Upper Respiratory Tract in 
the New York Post-Graduate Medical School and 
Hospital. 


At a recent clinic I was asked for an expression 
of opinion as to the best method of caring for pa- 
tients who had been operated upon for the removal 
of adenoids. As the post-operative treatment of 
this class of patients is of importance equal to, if 
not greater than that carried out in the operating 
room, I made it the subject of a clinical lecture. 

To better illustrate the necessity for treatment in 
these little patients, I shall state the case of a little 
girl, nine years of age, from whom we removed 
adenoids two weeks ago. Ske has a typical adenoid 
face, undeveloped superior maxillary bones with 
absence, or nearly so, of the antrum of Highmore, 
is pigeon breasted, and is a mouth breather. She is 
in every way below par. Her mother tells me that 
she has been delicate ever since she was two years 
of age; that for a number of years back she has 
suffered from bronchitis every winter; has had in- 
digestion most of her life; is nervous and irritable, 
requiring much more care than the other children 
in the family. She has suffered from a discharge 
from both ears. Her appetite is poor; she is back- 
ward in her school work and has not the ambition 
of her brothers and sisters. The lack of peaceful 
sleep due to mouth breathing undoubtedly accounts 
for her lack of mental application and inattention. 

If adenoids are merely a local expression of a 
general condition manifesting itself during the early 
years of life, as claimed by some, or if they are 
hereditary or racial, or stigmata of degeneracy, 
there is a very strong argument for systemic and 
tonic treatment after thcir removal. 

It is easy to understand that children permitted 
to go through the period of second dentition with 
nasal obstructions will bear the marks of this neg- 
lect throughout life. Children suffering from ade- 
noids growths to a point of nasal obstruction lack 
proper oxygenation and are below par physically 
and mentally. The Superintendent of Schools of 
New York City has stated that children suffering 
from lymphoid tissue hypertrophy to a sufficient ex- 
tent to make them mouth breathers improve from 75 
to 100 per cent. in their mentality after the removal 
of these growths. 

Realizing that life depends upon air, light and 
food for its existence, and that air and food are 
of little use unless properly prepared for assimila- 


tion, we are in a position to at once explain the 
generally weakened condition of these patients, for 
the air taken through the mouth not only fails to 
give up its oxygen, and properly nourish, but acts 
as a direct irritant to the delicate mucous membranes 
lining the bronchial tubes and lungs. Children who 
are mouth breathers fail to absorb sufficient oxygen 
from the atmospheric air and therefore suffer from 
oxygen starvation. - With the blood impoverished, 
there is naturally a non-development of the glands 
of the alimentary tract with absence of the juices so 
necessary for the digestion of foods, therefore, food 
even in ordinary quantities, will not be properly as- 
similated. Improper oxygenation and retention of 
effete matter of normal metabolism account for most 
of the symptoms these patients manifest. It is the 
duty, therefore, of every physician to see that proper 
respiration is established in all these patients and 
that proper food and tonics are administered to 
make up the deficiency suffered for years through 
the lack of proper oxygenation of the blood and the 
resulting malassimilation of foods. 


It makes little difference whether one uses an 
anesthetic or not, but the argument that we can op- 
erate without an anesthetic because we have the 
physical power is not a very strong or humane one. 
I believe the action of the late Queen of England, 
whereby arrangements were made for these minor 
adenoid operations to be done under anesthesia in 
the London City Hospital, was a good one. Every 
child should be spared the terror of the operation for 
removal of these growths, whether the operation 
be done by the finger or with instruments ordinarily 
used for the purpose. The struggle and fright of 
these little ones can hardly be considered beneficial 
to the central] nervous system. One case is on rec- 
ord where a child died from fright on the sight of 
the surgeon a few days after the removal of ade- 
noids without an anesthetic. I, therefore, urge that 
one use an anesthetic with which he is familiar to 
prevent the fright and shock and pain to the little 
ones. I am perfectly familiar with the arguments 
advanced to the effect that there is much more 
danger in the removal of these growths under an 
anesthetic than without; but let me assure you that 
if chloroform or ether or any other anesthetic is 
used to a point where only superficial sensation is 
lost, and where the laryngeal reflex is retained, the 
danger of blood getting into the trachea and suffo- 
cating the patient is nil. The danger from anesthe- 
sia in the removal of adenoids comes from profound 
chloroform or ether narcosis which is unnecessary 
in the procedure. After the operation and before 
putting the patient to bed, one should see that 
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no tags of tissue are hanging in the nasopharynx, 
a condition not uncommon with new operators. 

An important facor in the after-treatment, 
whether anesthesia has been used or not, is that 
these patients should be put to bed at once and kept 
there for two or three days. If they are in the 
hospital they should not be allowed to associate 
with other children. With the lymphoid channels 
of the nasopharynx open they are more than ordi- 
narily exposed to infections. ‘The parts operated 
upon should be cleansed with an alkaline solution, 
used in a spray instrument, and I know of no better 
preparation for this purpose than the normal salt 
solution (1 drachm to a pint of water) which is al- 
ways at hand. A very good combination for the 
purpose is one grain of carbolic acid, four grains 
of soda bicarbonate, water one ounce. After the 
mucous clots and crusts are removed with the alka- 
line wash, the parts should be further protected 
every few hours by a thorough application of a 
menthol oil solution. The nostrils should be freed 
from accumulations and the abnormal act of blow- 
ing the nose should be done properly by first closing 
one nostril, then the other, followed by a prolonged 
blast through the free nostril. 

Milk if given twelve to eighteen hours after 
the operation, is apt to disagree, as it does not 
mix well with any blood that has been swallowed. 
Beef tea or jelly is much better. Ice cream is agree- 
able to most patients. The sucking of ice or the 
taking of ice drinks frequently have a depressing 
effect. 

If nausea continues one should give a pint of hot 
water in order to wash out the stomach as soon as 
possible. 

The important point about the application of an 
oil solution is that it be free from irritating proper- 
ties. Most of the preparations prescribed irritate 
the nasal mucous membrane and in the course of a 
few hours after their use the patients give evidences 
of an acute coryza. 
lutions used by our present day laryngologists is pe- 
troleum, and I consider it a much better base than 
Olive oil, which is occasionally suggested. The lat- 
ter becomes rancid so quickly that only a very small 
quantity can be prepared at a time. In connection 
with the petroleum base, one should see that all im- 
purities are removed. This is not always easy, as 
the price of the doubly refined oil is much more ex- 
pensive than the oil containing irritating minerals, 
and therefore there is a temptation to substitution. 

The remedial ingredients used in nearly all oil so- 
lutions are menthol, camphor, oil of eucalyptus, oil 

- of cinnamon, pine needle oil, etc. One word in re- 


The base of nearly all oily so- 


gard to these preparations. About one patient in 
every hundred has an idiosyncrasy which manifests 
itself when the oil of eucalyptus is used. This should 
be kept in mind. In prescribing the oil of eucalyp- 
tus one should be sure that oil obtained from the 
eucalyptus globulus tree only is used. It is well 
known that most of our oil of eucalyptus comes 
from California and Australia. In California there 
are about 200 varieties of the tree, and in Australia 
about 300. In California, men, women and chil- 
dren gather the leaves from this large variety of 
trees and take them to the still and the oil of the 
mixed trees is the result. This mixed of is very 
irritating if used in sufficient quantities for reme ial 
effect on the nasal mucous membrane. Therefore, 
one should insist upon the oil obtained from the 
eucalyptus globulus tree used in filling prescriptions 
and that oil should have gone through a third dis- 
tillation. 

Another important ingredient that I use in all my 
oil solutions for mucous membrane medication is 
the oil of Ceylon cinnamon. It is a very important 
addition to all menthol oily sprays; without it the 
preparations have little effect upon the congested 
condition so often found in the so-called catarrhal 
states of the mucous membrane of the nose and 
throat. The oil of cinnamon should be that obtained 
from the root and bark of the Ceylon cinnamon tree, 
as the oil obtained from the leaves is very irritating 
and without remedial effect. Unfortunately for the 
general user of these preparations, oil of cinnamon 
from the leaves can be obtained at a very small 
price while the oil of cinnamon from the root and 
bark of the Ceylon variety is very expensive. 

On account of the great difficulty in securing oil 
of Ceylon cinnamon and oil of eucalyptus globulus, 
triple distilled, when prescribed. I have for a num- 
ber of years used a menthol o:1 solution, made up as 
follows: 

Menthol 


Cll of pine: weedles grs. X 
Oil of Ceylon cinnamon ......... grs. 1 
Oil of eucalyptus giobulus ....... grs. V 


Triple distilled petroleum q. s. 
The great temptation to substitute cheaper oils 
in place of those prescribed and the uniform irri- 
tation following the use of the prescription as ordi- 
narily filled, has caused me to depend upon the 
above combination in my nose and throat work 
where an oil is indicated. I advise patients when 


post-nasal medication is indicated to nebulize the 
preparation into the mouth, instructing them to ex- 
hale through the nose, thus securing a uniform ap- 
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plication of the preparation to the whole naso- 
pharyngeal space. The mucous membrane regen- 
erates in from two to six weeks, so that these 
patients should be “kept on one of the cleansing 
solutions and the oil spray until all crusts and ac- 
cumulations disappear from the throat. 

The general physical condition that we find in 
patients suffering from the so-called “lymphoid 
diathesis,” namely, a lack of the bone and blood 
elements necessary to the well developed child, 
should have our attention. Treatment should be 
directed toward the reconstruction and regenera- 
tion of the structures. In all patients suffering from 
lymphoid tissue hypertrophy, whether young or 
old, we have no remedy equal to iodin and phos- 
phorus. We must, however, avoid iodid of potash 
in young children as we find it irritating to mucous 
membranes. As the taste is also disagreeable, we 
have trouble in securing the cooperation of our 
little patients in this line of medication. The only 
patients that we should insist upon using iodid 
of potash are those suffering from svphilis. 

Iodin and phosphorus as found in the extract 
of cod liver oil is by far the best form in which 
to use these preparations and it is my practice to put 
all of these patients, whether old or young, on this 
remedy. Here again, it is absolutely essential to 
secure an extract of the oil made by a reputable 
house. With this I combine the syrup of hypo- 
phosphites, iron, lime, magnesia, and malt extract. 
with sufficient flavoring to make the combination 
palatable and agreeable to children. 
ration we have an ideal tonic and reconstructive., 

This treatment should be kept up until the con- 
dition of affairs, which first induced the nasal 
catarrh and lymphoid diathesis and adenoid hyper- 
trophy, is changed. The question of fresh air in 
sleeping-rooms, overcrowding of schools, active 


In this prepa- 


games in the open air, suitable food and clothing 
and especially warm hands and feet must have most 
careful attention. These children must be reedu- 
cated in the matter of proper nasal respiration. Pa- 
tients are kept on this medication until all evi- 
dences of malnutrition and improper development 
have disappeared. Combined with this medication 
I insist upon the patient taking at least one quart of 
good rich milk daily in addition to the regular diet. 

Another point I insist upon is that all titese mouth 
breathers shall be put through a course of thor- 
acic gymnastics, lasting over a period of from one 
to five years. Deep nasal breathing with the mouth 
closed for a few minutes at a time eight to ten times 
a day will do much to develop air spaces in the bones 
of these patients who have been mouthbreathers 


during the developing period of their existence. 
My effort, therefore, is to develop these cavities so 
far as possible by directing the patients to take a 
gymnastic course, impressing upon them the neces- 
sity for expiration through the nasal cavities. I 
make a point of this because a great many text- 
books emphasize the necessity oi inspiration 
through the nose without mentioning the impor- 
tance of expiration through the same channels. 

If, as often happens, the mouth drops open dur- 
ing sleep, even after all obstructions have been re- 
moved, I make it a rule to keep the lips closed by 
applying strips of adhes:ve plaster over the mouth. 
at bed-time, and educate these patients as to proper 
breathing. 

In conclusion, I would sum up the follow:ng 
points to be kept in mind in connection with the 
post-operative treatment of adenoids. 

I. Keep children in bed for from two to three 
days after operation, and away from other chil- 
dren. 

2. Keep parts clean by use of alkaline washes 
and medicated mentholated oil solution. 

3. Use constitutional and reconstructive medica- 
tion. 

4. See that thoracic gymnastics are practiced for 
a long period. 

5. Oxid of zine plaster over the mouth at night 
to keep the mouth closed until normal breathing is 
established. 

6. Watch for return of the growths. 


162 West SEVENTY-THIRD STREET. 


A Metuop oF PALPATING THE BREAST. 


The patient should be requested to remove the 
clothing down to the waist and to throw a cloak 
around the shoulders. Thus prepared she should 
be seated in a chair with her back to the surgeon, 
who standing behind her chair is enabled to pal- 
pate the breast with greater ease than in any other 
position. Palpation should be made with the ex- 
tended and rigid fingers of both hands, the mam- 
mary gland being pressed against the thorax wall 
without being doubled upon itself. The normal gland 
tissue will then be recognized as of a soft and al- 
most impalpable consistency, and the presence of any 
induration will be readily detected. If the breast is 
compressed between the thumb and fingers the gland 
will be folded upon itself, and imaginary thickenings 
and tumors may easily be developed in this way.— 
J. Cottins Warren in The American Journal of 
Medical Sciences. 
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BLOOD EXAMINATION IN SURGICAL 
DIAGNOSIS. A PRACTICAL STUDY 
OF ITS SCOPE AND TECHNIC. 


Ira S. WiteE, M.D., 


NEW YORK CITY. 


(Continued from the February Numbe,.) 
See notes on p. 83. 
Oritis MepiA AND Its CRANIAL COMPLICATIONS. 

Otology presents a surgical aspect in which 
hematological investigation affords valuable diag- 
nostic information. In acute aural disease frequent 
examinations of the blood yield reliable confirma- 
tory evidences of disease. Symptoms pointing to 
serious complications of otitis media may be mani- 
fest in no other way in from 10% to 20% of aural 
cases. 

AcuTE Serous A moderate leucocytosis of 10,- 
Oritis MEDIA. 000 to 15,000 is present. 

When simple purulent otitis 
media occurs, a prompt leuco- 
cytosis is induced. The total 
white cell count may reach 
40,000. The polynuclear neutrophiles are increased, 
but may not rise above 75% to 80%. 

The mastoid involvement is clin- 
ically demonstrable in 80% of cases 
without difficulty. The other 20% 
of cases of otitis media may present only vague, 
indefinite symptoms of mastoiditis. In these indefi- 
nite, uncertain cases of mastoiditis, blood examina- 
tions are of especial value. There is a variable leu- 
cocytosis dependent upon the power of resistance 
of the patient and the degree of toxemia resultant 
from the bone involvement. The polynuclear neu- 
trophiles vary from 73% to 98%. Pus may riddle 
the entire mastoid process or merely involve the 
antrum without giving another symptom as prom- 
inent as the blood picture. 

The more severe the infection and the greater the 
tissue destruction the higher becomes the percent- 
ages of the polynuclear neutrophiles. Intracranial 
complications are marked by the highest percent- 
ages of polynuclear neutrophiles. If polynuclear 
neutrophiles are present in percentages lower than 
77%, there is probably no intracranial complication. 
If the polynuclear neutrophiles rise above 86% 
there is great probability of intracranial suppura- 
tion. Sinus thrombosis presents a relative neutro- 


ACUTE PURULENT 
Otitis Mepia. 


philic leucocytosis of 86% to 97%. 

It is important to recall that so long as bony 
structures alone are involved in suppurative proces- 
ses, the polynuclear’ neutrophiles are present in 


lower percentages than when there is an invasion 
and destruction of softer tissues. Pus may, there- 
fore, be present in mastoiditis with the polynuclear 
neutrophile percentage between 70 and 80. The 
lower percentages of polynuclear neutrophiles in 
children under nine years must not be forgotten -in 
determining whether or not there is a relative in- 
crease of the polynuclear neutrophiles. 

A fall in the total white cell count does not neces- 
sarily mean improvement of the aural condition. To 
signify improvement the fall of the total leucocyte 
count must be accompanied by a decline in the per- 
centage of the polynuclear neutrophiles. This prin- 
ciple is accentuated in children where the mere fall- 
ing off of the total leucocytosis without a decrease 
of the percentage of the polynuclear neutrophiles 
indicates failing power of resistance. Such a condi- 
tion urges immediate operation. 

In chronic otitis media, 25% of 
the cases show slight increase of 
leucocytes of the polynuclear 
neutrophilic type. This is marked when drainage is 
impaired. Careful blood examinations at varying 
intervals frequently assist in indicating the intensity 
of the suppurative process and the extent of its 
burrowing. 


CHRONIC OTITIS 
MEDIA 


The blood picture in brain ab- 
scess follows the rules for ab- 
scesses in other parts of the body. 
The leucocytosis is usually moderate and seldom 
reaches 20,000. Following aural disease the leu- 
cocytes may not rise above 14,000 to 17,000. Some 
aurists regard a leucocyte count under 14,000 as 
favoring brain abscess, while a total count over 
17,000 is regarded as suggestive of septic menin- 
gitis. Asa working rule, this may be at times help- 
ful, but it is by no means accurate. Brain ab- 
scesses may present counts of 30,000 and septic 
meningitis may be present with a leucocytosis of 
18,000. The two conditions cannot be differentiated 
with certainty by the blood picture. 

Secondary purulent meningitis, not 

MENINGITIS infrequently following aural condi- 

tions, usually presents high leucocyto- 

sis, 20,000 to 60,000. The leucocytosis is of the 

polynuclear neutrophilic type. The blood gives the 

picture of suppuration before lumbar puncture is 

successful in showing the presence of pus in the 
cerebrospinal fluid. 


BRAIN ABSCESS 


MENINGITIDES OF OTHER ORIGIN. 
If meningitis exists without the 
TUBERCULOUS presence of leucocytosis, the bacil- 
MENINGITIS. lus tuberculosis is the etiological 
factor. On the other hand, it is 
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most necessary to appreciate that occasionally leu- 
cocytosis may arise in tuberculous meningitis. When 
such leucocytosis occurs, the white cells rarely rise 
in number to 20,000. 


80% of cases of acute epidemic 

EpmpeMic cerebrospinal fever show a leucocy- 

MENINGITIS tosis of 20,000 to 30,000. The higher 

the leucocytosis, the more purulent is 

the process in strong subjects. The prognosis is 

very poor when the white cells number over 25,000. 

The polynuclear neutrophile are increased, especial- 
ly when the leucocytosis is intense. 


DIFFERENTIATION IN COMA. 


To assist in differentiating the cause of a coma- 
tose state, blood examination is useful in many 
cases. 

These three conditions 
cannot be differentiated 
by blood examination. 
They are alike in being 
accompanied by leucocy- 
tosis. 


The blood does not 

BRAIN TUMOR differentiate these three 

ALCOHOLIC INTOXICATION conditions. They are 

Narcotic Intoxication alike in inducing no leu- 

cocytosis as a rule. Very 

occasionally leucocytosis may occur with any one of 

them, but in such cases there is rarely more than a 
slight polynuclear neutrophilic increase. 


MENINGITIS 
CEREBRAL ABSCESS 
CEREBRAL HEMORRHAGE 


Leucocytosis may or may 

UREMIA not be present. The pres- 

DraBetic CoMA ence of other complications 

PosT-EPILEPTIC CoMA is suggested when high leu- 

cocytosis exists with these 

conditions. In these conditions the blood is of little 
differentiating value. 


The blood is bright red from 
formation of carbonyl hemoglo- 
bin. Polycythemia is common. 
Leucocytosis is high—18,000 to 
50,000. The polynuclear neutrophiles are increased. 


ILLUMINATING 
Gas PoIsONING 


Leucocytosis is usually pres- 
ent and varies greatly in de- 
gree. The average is 15,000. 


SUNSTROKE 
HEAT EXHAUSTION 


SPECIAL INFECTIONS AND CONDITIONS NOT PREVI- 
OUSLY CONSIDERED. 


A moderate leucocytosis of the poly- 
TETANUS nuclear neutrophilic type is present. The 


eosinophiles do not disappear as in most 
infections. 
The leucocytes may not be increased un- 
Rasies til a few hours previous to death. The 
total leucocytosis varies from 15,000 to 
25,000. The polynuclear neutrophiles, however, 
are relatively increased early in the disease—even 
during the period of incubation. The neutrophilic 
cells vary from 80% to 98%. 


A slight leucocytosis, 10,000 to 14,000 
GLANDERS exists. The neutrophilic leucocytes 
average 85%. 


Anemia is pronounced in actin- 
omycocis. The hemoglobin is es- 
pecially low in proportion to the 
decrease of red corpuscles. The hemoglobin varies 
from 25% to 50%. High leucocytosis is almost 
constant,—20,000 to 30,000. When the liver or 
lung is involved the leucocytosis is higher than 
when the lesion is located superficially, as in the jaw. 
Low leucocyte counts have been noted, however, in 
actinomycosis of the liver. 


ACTINOMYCOSIS 


The most characteristic feature of 

Piumpiso the blood in plumbism is the pronounced 
basophilic degeneration of the red cor- 

puscles. The punctate basophila appears even be- 
fore the anemia is pronounced. The punctate baso- 
philia is of great diagnostic value in differentiating 


lead colic. Leucocytosis is present. 
Aneurisms do not cause any abnor- 
ANEURISM mal conditions of the blood, unless 


thrombosis or infection takes place. 
Leucocytosis follows injections of gelatin. 
Graves’ disease presents a 
EXOPHTHALMIC moderate anemia of the chlorotic 
GOITER ' type. “Thyroid chlorosis” occurs 
also in simple hypertrophy of the 
thyroid gland. Lymphocytosis is frequently pres- 
ent. The eosinophiles are often slightly increased, 
7% to 10%. 
Anemia is very well devel- 
Appison’s D1sEASE oped. The red corpuscles are 
reduced to 2,000,000 to 3,500,- 
ooo. In advanced cases normoblasts, microcytes, 
poikilocytes and degenerations appear, as in tuber- 
culosis, the leucocytes are normal or a leucopenia 
exists. Relative lymphocytosis is very common in 
Addison’s disease, but is hardly to be regarded as 
possessing any prognostic value. Eosinophiles may 
be slightly increased. Occasionally the basophiles 
are moderately increased. 


(To be continued.) 
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A CASE OF STRICTURE OF THE ESOPHA- 
GUS TREATED BY GASTROSTOMY 
AND RETROGRADE DILATA- 
TION BY OCHSNER’S 
METHOD: WITH 
REMARKS. 


F, W. Paruam, M.D., 
NEW ORLEANS, LA. 


Alice C——, of Macomb City, Miss., aged twen- 
ty-two months, was admitted to the white children’s 
service, Ward 62, Milliken Hospital, April 17, 1905. 

On March 8, 1905, sie had swallowed some con- 
centrated lye, the definite amount not being known. 
She was badly burned about the lips and the mouth, 
and sloughs were drawn off from her mouth dur- 
ing the two weeks after the accident. 

She was brought to the hospital May 17, 1905. 
She seemed in considerable distress and her mother 
told me she swallowed with great difficulty and fre- 
quently vomited what she swallcwed. She had lost 
considerable flesh. I tested her ability to swallow 
and found that she could swallow only liquids, al- 
though occasionally a well-soaked piece of cake 
would reach the stomach. I introduced, with con- 
siderable difficulty, a small sound into the stomach. 
It was not convenient for the parents to leave the 
child in the hospital at the time, so she was taken 
home, with her mother’s promise to come back 
with her in a few days. After getting home, how- 
ever, an attack of bronchitis came on and she re- 
mained away much longer than had been antici- 
pated. She did not return to my care until the mid- 
dle of June, 1905. She was then in a much worse 
condition, swallowing with greater difficulty and 
regurgitating more frequently. Attempts to pass 
the stricture with a sound were unsuccessful, so, 
the child’s condition being very unsatisfactory, I 
concluded to do a gastrostomy and attempt to retro- 
grade dilatation of the stricture. This was done on 
June 19, 1905. There was some difficulty in find- 
ing the cardiac orifice through an incision made 
high up in the rectus muscle, so I made an attempt 
to introduce from the mouth a small whalebone 
sound with a bulbous end. In this I fortunately suc- 
ceeded. Having caught up the end and drawn out 
the sound through the opening in the stomach, I 
attached a small silk thread to it and pulled it back 
with the whalebone until it came into the mouth. 
Then a small rubber drainage tube was caught at 
its middle by the string end with much stretching of 
the tube, pulled through to the mouth. This was 
left in for a few minutes and then withdrawn, al- 
though with great difficulty, owing to the tightness 


of the stricture, necessitating extreme stretching of 
the tube in order to reduce the size sufficiently to be 
pulled out. Then one bougie after another was 
drawn through until No. 17 had been passed. A 
gastrostomy was then done, leaving the silk cord in 
place, this being drawn through the tube in the 
stomach, the two ends being tied together. 

On June 23, 1905, the stricture was again dilated 
by means of the silk cord, a No. 17 French bougie 
being pulled through. 

June 24, 1905. As the valvular character of the 
Opening in the stomach had been lost, the patient 
was again anesthetized, and the stomach valve re- 
established. The stomach, however, was very irri- 
table, necessitating before this the withdrawal of 
the string, and later the tube had to be withdrawn 
and a catheter inserted in its place through the 
gastric opening. 

I left the city on this date and did not return 
until August roth, at which time I saw her again. I 
learned that during my absence the stricture was 
only occasionally passed with a sound, the child’s 
condition being such that she could not stand much 
manipulation. There was considerable leakage 
around the tube and this was not controlled until a 
larger tube was used to plug up the opening. On 
June 30th the stricture had been again dilated with 
a No. 17 French bougie. She swallowed water after 
getting back into the ward from the operating room. 
The little patient vomited often and soon developed 
a severe attack of gastroenteritis. The tube was 
removed. The abdominal wound continued to sup- 
purate for some time, bit finally healed. She lost 
a great deal of flesh, owing to the inability to retain 
much food. In the latter part of August, after my 
return, I began with the dilatation again, using the 
Trousseau dilator with metal tips graduated very 
closely. As the dilatation progressed she began to 
take her food and retain it better. 

On September 5, 1905, she weighed eighteen and 
one-half pounds. She was now twenty-seven months 
of age. I’rom this date the dilatation steadily pro- 
gressed and her weight gradually increased with 
the improved nutrition brought about by easier 
swallowing of better food, less vomiting and, conse- 
quently, better digestion and better assimilation. 
The dilatation was run up steadily from a 17 French 
bougie in August, 1905, to 28 French in the follow- 
ing spring, the sounds being at first passed every few 
days, then every two weeks, and afterwards at in- 
tervals of three weeks for nearly a year. Her gen- 
eral health improved so remarkably that it would 
be hard to find a rosier, more vigorous child than 
little Alice. As she grew and developed it became 
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necessary to further increase the size of the sounds. 
For a long time I used the metal olives on a spiral 
(flexible) stem, covered with a rubber hood, but 
for some time I have used the long esophageal gum 
bougies. No. 30 French now passes easily, so that 
the dilatation is done only at intervals of two months 
or more. She rarely vomits, hardly more than the 
average child. While this child cannot be consid- 
ered cured, for experience teaches that contraction 
may still go on, still the effect of the dilatation has 
been so evident that I believe there will be no diffi- 
culty in maintaining a practically normal lumen of 
the esophagus by the passing of a properly gauged 
sound several times a year. 

The result of treatment in this case has been so 
satisfactory, and the method of Ochsner withal so 
appeals to the practical surgeon, that I feel it has not 
been amiss to advocate it here. Tor stricture below 
the isthmus, I believe that no procedure can justly 
take its place. Of course, in most cases where a 
sound or filiform can be passed into the stomach 
from the mouth, this method of retrograde dilatation 
is not fast enough and the nutrition fares badly. 
But, certainly in the type of cases represented by 
that now reported, it would seem futile to persist 
in an attempt to dilate under such difficulties as were 
presented before the stomach was opened. 

In most cases, as is attested by such competent 
surgeons as Mayo, it is almost impossible to find the 
cardiac opening by manipulating through the gastric 
fistula; in such cases, after the esophagus has had a 
prolonged rest from the irritation of passing food, 
another attempt should be made to pass the stricture 
from the mouth. Often it will happen that under 
the influence of this rest and the improved nutrition 
resulting from the better feeding through the fistula, 
the conditions in the esophagus change and a sound 
will pass, or, as in Hagenbeck’s and other cases, a 
shot tied to a thread may be swallowed to find its 
way into the stomach, where it might be fished out 
through the gastric fistula, and the bow-string 
method of Abbe or the rubber tube method of 
Ochsner be carried out. Now and then a case may 
be encountered in which all efforts to pass the 
stricture with a sound or filiform from the mouth or 
stomach fail. In such cases we still have the resort 
of external esophagotomy for the purpose of facili- 
tating the passage of a filiform through the stricture 
from above. This opening being nearer to the 
stricture and the esophagus being straighter from 
this point, one may often succeed in getting some- 
thing through the stricture from this opening when 
there would be no chance through the mouth. 

Not wishing to run the risk of wearying you by 


too long a paper on a subject that has been so thor- 
oughly written up by such men as von Hacker in 
von Bergmann’s surgery, Maylard, W. J. Mayo, 
and many others, I shall close this report by the 
following summing up: 

In all cases where such irritant liquids as lye have 
been swallowed, systematic sounding should be re- 
sorted to as soon as practicable, say in from two 
to three weeks. 

In some cases, as suggested by Mayo and others, 
where there has been such traumatism as to pre- 
clude the giving of proper nourishment, especially 
where rectal alimentation is not satisfactory, imme- 
diate gastrostomy will be demanded to stop the irri- 
tation and to provide for nutrition. 

The location of the stricture will usually suggest 
the method of operative treatment; if high up, ex- 
ternal esophagotomy with immediate dilatation may 
be resorted to; if low down in the esophagus, retro- 
grade dilatation from the stomach to mouth, or to 
an esophageal opening, will usually be the preferable 
procedure, it being always borne in mind that none 
of these methods is admissible until simple dilata- 
tion from the mouth has been tried and found 
wanting. 

As to the method of retrograde dilatation, it may 
be said that gradual dilatation by simple passing of 
sounds from the stomach through the stricture 
should first be tried; this failing, the string method 
of Abbe or of Ochsner should be carried out in 
preference to any cutting operation within the eso- 
phagus. 

The use of the umbrella catheter will be found 
to facilitate all these retrograde manipulations, be- 
cause it will enable the operator to employ a less 
circuitous route into the stomach, the umbrella 
making it impossible when properly managed for 
any gastric contents to escape. 

The passing of sounds must be kept up occa- 
sionally for many months or even years, as it is 
difficult to say when a stricture of the esophagus 
may be said to be cured 

Should a stricture prove to be impassable by any 
of these methods, provision for a permanent gastric 
fistula by one of the valvular methods must be made. 


GALL-STONES. 


The gall-stone that is quiet in the gall-bladder or 
in the bile-ducts cannot be influenced by any medici- 
nal treatment. There is no solvent for gall-stones, 
and there is no medicinal means for removing them. 
—Joun H. Musser in The Therapeutic Gazette. 
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REPORT OF A CASE OF UNUNITED FRAC- 
TURE OF THE SHAFT OF THE HU- 
MERUS AND PARALYSIS OF THE 
MUSCULOSPIRAL NERVE. 


Duncan Eve, M.D., 


NASHVILLE, TENN. 


Mr. R. S. K., of Bowling Green, Ky., thirty-one 
years Of age, has always been stout and healthy; 
not having had any sickness of any kind since 
childhood. He was knccked down on the 29th of 
March, 1905, and claims his right arm was run 
over by a heavy vehicle, producing a fracture of the 
shaft of the humerus in the middle third. As we 
found the fracture simple and quite oblique in its 
line, we are disposed to believe it was produced 
from an indirect force, and not from the direct force 
of a wheel passing over the member, as he thinks, 
in which event the fracture would be apt to have 
been a compound or comminuted one. The injury 
was, we understood, treated by immobilization in 
the ordinary way, when, after due time, it was 
found the bone had failed to unite. After using 
friction or rubbing the ends together, counterirri- 
tants over the seat of fracture, etc., it was again im- 
mobilized by a splint, all to no advantage in the 
accomplishment of union, and on the 24th of April, 
1906, an operation was performed, consisting of an 
approximation of the oblique ends and _ holding 
them with a silver wire suture, the arm being thus 
the third time immobilized in plaster of Paris for 
seven weeks. 

Soon after this operation, musculospiral paralysis 
developed. We found upon examination that the 
patient had a wrist-drop and was unable to extend 
the fingers or to supinate the forearm. There was 
paralysis of the triceps and complete loss of sensa- 
tion in the lower half of the outer and anterior 
aspect of the arm, and in the middle of the back 
of the forearm, as far as the wrist. Furthermore, 
the bone had failed again to unite and there was 
the greatest possible mobility noticed in every effort 
to move the arm. 

On March 2nd last, at our Infirmary, in the pres- 
ence of Dr. W. R. Francis, of Bowling Green, Ky., 
and with the assistance of my brother, I made an 
incision in the middle of the external aspect of the 
arm, freeing the fragments so that an inspection 
could be made of all the parts. We found that 


the silver wire used to encircle the oblique ends of 
the bone also enclosed the musculospiral nerve, with 


strangulating pressure, the nerve being partially dis- 
placed from its groove. This explained the pa- 
ralysis. 

The oblique ends of the upper and lower frag- 
ments were excised and approximated. The ap- 
posed ends were held in place by a device especially 
made for us, which consisted cf a silver plate or 
cleat, one and three-fourths of an inch long, three- 
fourths of an inch wide, and one-twenty-fourth of 
an inch thick, contoured so as to fit the round sur- 
face of the bone, and with two perforations at each 
end to receive half-inch silver screws, which, after 
drilling smaller openings in the bone than the size 
of the screws, were driven in as a nail, and thus the 
freshened ends of the bone secured firmly. Our at- 
tention was next given to the nerve. Having short- 
ened the bone, we determined to excise the nerve, 
which was almost severed by the wire suture. We 
removed at least an inch, and by an end-to-end 
fine silk mattress suture united the parts remaining, 
placing the nerve back as near as possible in its 
groove, which had first to be relieved of fibrous 
material that filled up part of its extent. Drainage 
was provided for, the external wound closed with 
interrupted sutures, the wound dressed, and the 
arm and forearm placed on an internal rightangled 
splint, so as to thoroughly immobilize the whole 
upper extremity. 

As a rule, the huinerus is more subject to non- 
union than any other long bone. ‘Treves believes 
this is due to the entanglement of muscles between 
the fragments, lack of fixation of the shoulder 
joint, and imperfect elbow support. Hamilton be- 
lieves it is due to the fact that the elbow soon be- 
comes fixed at a right angle on an internal right- 
angled splint as well as the arm. We would like to 
state that we have a record of having had but one 
case of ununited fracture of the humerus where we 
had charge of the case from the inception of the 
fracture. 

Weare glad to report, though only five and a half 
weeks from the time of the operation, that the 
prospect in this case is good for a perfect union 
of the bone, having had no suppuration from the 
wound, and, further, that the musculospiral paraly- 
sis shows every indication of relief. It is true, that 
while sensation has returned, motion is not yet com- 
plete, but improving every day, the time being too 
short for normal return of function. We can feel 
the developing callus at the approximated ends of 
the bones, and have already begun passive move- 
ment of the elbow, which will be increased at every 
dressing, and expect to dismiss the patient in about 
ten days’ or two weeks’ time as cured. 
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CONSERVATIVE SURGERY IN SARCOMA 
OF THE EXTREMITIES. 


It is not a great many years since all sarcomata 
of the extremities were treated by high amputation. 
Gradually there developed the knowledge that cer- 
tain varieties of sarcoma, of a relatively benign 
character, require only local extirpation. But for 
the malignant types of sarcoma of the extremities 
the text-books still teach the treatment by high 
amputation, in spite of the fact that it seldom ef- 
fects a cure. 

It is now generally recognized that sarcomata 
vary in their malignancy, as a rule, according to 
their histologic structure. They may be roughly 
divided, prognostically, into two classes: First, the 
relatively benign myxosarcoma and giant-cell bone 
sarcoma, which may not recur after a single ex- 
tirpation or thorough curettage, or which, recurring 
locally, are ofttimes cured after repeated extirpa- 
tion or curettage. Second, the spindle-cell and 
round-cell and, especially the small round-cell sar- 
coma, usually very malignant, and in most cases 
fatal despite high amputation. 

In an editorial on this subject (contributed by 
C. A. Elsberg), in the June, 1905, issue of the 
AMERICAN JOURNAL OF SURGERY it was suggested, 
since it was common surgical experience that 


patients with these malignant varieties of sarcoma 
of the long bones almost always succumb to dis- 
tant metastases in spite of early high amputation 
or exarticulation, that wide extirpation of the 
growth would perhaps effect as many permanent 
cures, and it would preserve to the patient a more 
or less useful extremity. It is interesting to note in 
recent surgical literature a distinct tendency in that 
conservative direction. We would call our readers’ 
attention to the abstracts, on page 91, of the articles 
by Bloodgood, and by Babcock and Pfahler, as il- 
lustrative of this tendency. 

In connection withthe less mutilating treatment 
by extirpation, or, where that is not feasible, by 
amputation just above the growth, we have certain 
auxiliaries to treatment: Coley’s toxines, the x-ray 
and radium. In no given case can one postulate 
which, if any, of these or other more or less ex- 
perimental adjuvants will be helpful in prevent- 
ing recurrence ; but they deserve continued trial and 
careful observation. 

In passing, we may note, with satisfaction, Blood- 
good’s expression of the opinion that the term 
“osteosarcoma” should be limited to those (peri- 
osteal) sarcomata characterized by the production 
of new bone. There has been some confusion in 
the use of the word. By many it is employed, 
generically, for all bone sarcomata; while in some 
text-books we find it applied to medullary growths, 
in which connection it is certainly not descriptive. 


THE PROGNOSIS IN X-RAY STERILITY. 


Ta the April, 1905, issue of the AMERICAN JouR- 
NAL OF Surcery, I*. Tilden Brown and Alfred T. 
Osgood, reported at length on their then recent ob- 
servation “that men by their presence in an x-ray 
atmosphere incidental to radiography, the therapeu- 
tic use of, or testing of tubes, may after a period of 
time be rendered sterile.” Their report related to 
eighteen x-ray workers, all those of whom who had 
been extensively exposed for a period of three years 
or more showing complete azoospermia, while a few 
who had been less exposed and had been engaged in 
the work for a shorter time, showed varying states 
of oligo-necrospermia. In all the cases the sterility 
had appeared “without the slightest subjective or 
objective sign denoting its insidious development.” 
The authors pointed out that the sterility is the re- 
sult of a specific destructive action of the x-ray upon 
the spermatogenetic cells, and that this action is 
cumulative. The question of prognosis was left in 
abeyance. The observations of Brown and Osgood 
in human subjects (and the earlier experimental 
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production of sterility in rabbits by Albers-Schoen- 
berg) have been repeatedly confirmed, and the ster- 
ilizing effect of the x-rays upon individuals re- 
peatedly exposed, without protection, is universally 
accepted. 

It is interesting at this date, nearly three years 
after, to note the condition of those upon whom 
Brown and Osgood based their first report.” In the 
issue of The American Journal of Urology dated 
October, 1907, Brown and Osgood report that of 
fifteen cases of azoospermia noted in 1905, nine still 
show azoospermia, two have recently shown large 
numbers of motile, normal-appearing spermatozoa 
in their seminal fluid, in two a very few spermatozoa 
could be found, and the remaining two have given 
no opportunity for examination. The three cases of 
oligospermia reported in 1905 are apparently normal 
now. With this article are presented photomicro- 
graphs of a section from the normal testis of a white 
rat and of a section from the testis of a white rat 
“alfter quite long exposures to x-rays’ which latter 
“will demonstrate why it is that restoration of nor- 
mal structure and normal function in a part of the 
All of the sev- 
eral iayers of spermatogenetic cells have disappeared 
—a few scattered nuclei and a few of the cells of the 
lowest layer persist—the rest are broken down into 
debris and viscid fluid.” 


organ so changed is inconceivable. 


The deductions from this report would seem to 
be: 1. The prognosis for the return of fertility 
after complete azoospermia following repeated ex- 
posures to the x-ray over a long period, is probably 
bad, but a longer time of observation than that thus 
far elapsed, is needed to determine this definitely. 
2. There may, after a time, be a return of a larger 
or smaller number of motile spermatozoa in the 
semen of those who have suffered from repeated 
3. There is no estimation of the 
amount of exposure necessary to produce lasting 
azoospermia. 


exposures. 


In cases that have recovered it is to 
be assumed that some of the spermatogenetic cells 
escaped total destruction. 4. There is probably in- 
dividual variation in the reactibility of these cells 
to the blighting influence of the x-rays. [Some 
x-ray workers who have undergone “considerable 
exposure” have escaped the development of azoo- 
spermia.] 5. Exposures wilfully undertaken to 
effect sterility would have to be continued over 
a very long period to insure its lasting production. 


Other data deserve to be added: X-ray azoosper- 
mia may be, and perhaps usually is, associated with 
more or less testicular atrophy, and the degree of 
this atrophy not unlikely has some prognostic value. 
Even this atrophy, however, is not accompanied by 


deterioration of sexuai activity, so far as has 
been noted. X-ray workers who have had a re- 
turn of motile spermatozoa after a period of azoo- 
spermia, have, in one or two instances. become 
parents. It will be of interest to note through the 
next few years whether or not their progeny will 
show any deterioration. 


Surgical Suggestions. 


One is wise in making assurance doubly sure by 
tying each fascial suture with three knots instead of 
two. 


The tension on the sutures after an operation for 
epigastric hernia may be relieved by placing a pil- 
low under the knees and propping the patient up in 
bed. 


One should watch carefully for overdistention of 
the bladder in all cases of lesions of the spinal cord. 
In children the bladder has been known to distend 
sufficiently to hold 20-40 ounces. 


A swelling in the inguinal region, painful to the 
touch is, of course, often an inguinal adenitis (e. g., 
following gonorrhea). But orchitis in an unde- 
scended testicle should be kept in mind. 


To determine how soon a patient’s mucous mem- 
brane, ¢. g., of the mouth or urethra, becomes in- 
sensitive after the application of cocain, or other 
anesthetic, the surgeon may employ the device of 
touching a little of the same solution to his own 
tongue, just after the application to the patient. 

In the case of a urethro-vaginal fistula, the vag- 
inal opening can readily be discovered by the in- 
jection of methylene blue into the bladder and 
noting its escape through the vagina. If, however, 
the opening communicates with the ureter, the blue 
colored fluid cannot be seen. In such a case, a 
catheter at times can be passed directly from the 
vaginal opening into the ureter. 


A peripleuritic abscess due to caries of a rib may 
give all the signs and symptoms of an encapsulated 
empyema. Aspiration of- the chest usually with- 
draws clear fluid (an effusion due to the inflamma- 
tory process). A positive diagnosis can be made 
only by exploration of the abscess cavity, when a 
necrosed rib may be found overlying a thick-walled 
abscess cavity. 
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A Text-Book of Minor Surgery. By Epwarp Mitton 
Foote, A.M., M.D., Instructor in Surgery, College of 
Physicians and Surgeons (Columbia University) ; Lec- 
turer on Surgery, N. Y. Polyclinic Medical School ; 
Visiting Surgeon, N. Y. City Hospital and St. Joseph’s 
Hospital; Consulting Surgeon, Randall’s Island Hos- 
pitals and Schools; formerly Chief in Surgery, Van- 
derbilt Clinic. Octavo; 752 pages; 407 engravings 
from original photographs and drawings. New York 
and London: D. Appleton AND Co., 1908. 


There is a distinct need for this book. As the author 
states in his preface, in the text-books of surgery “the more 
serious surgical conditions are exhaustively discussed, 
while the treatment of the lesser ailments .... . . is 
condensed into a chapter or two, in which methods of 
treatment long since outgrown still find their place. And 
yet this neglected field of minor surgery is the only one 
into which the average practitioner will ever enter, and is 
also the one in which most surgeons will find the majority 
of their patients.” We are also quite prepared to agree 
with him that “more bad surgery is performed upon the 
hand than upon the organs of the abdomen.” 

[he title of this work should not allow one to con- 
fuse it in his mind with the more familiar students’ quiz- 
book on “Minor Surgery and Bandaging.” This is in every 
sense a text-book, indeed a dignified treatise, covering al- 
most the entire field of minor surgery, general and special. 
We say “almost” because we have noted the omission, no 
doubt through inadvertence, of several subjects. 

It is no disparagement of the excellent text to say that 
the most striking feature of the book lies in the approxi- 
mately four hundred original photographs reproduced in 
it. These are uniformly excellent and brilliantly descrip- 
tive; and the ample caption under each enhances their 
value. They ‘represent, no doubt, many years of patient 
effort and observation. 

The subject-matter of the work is divided regionally. 
This classification has advantages in a book covering only 
a certain grade of diseases, but it also has certain disad- 
vantages: It invoives more or less repetition; and it dis- 
sociates the general considerations of some affections from 
the discussion of various varieties of those affections. Thus, 
fractures in general is discussed on page 363, and fractures 
of the humerus follows (on page 371), but fracture 
of the fibula is treated of on page 502. Carbuncle is dis- 
cussed under the heading of, and only as it occurs on, the 
neck; yet it is not entirely peculiar to that region, of 
course. This discussion of carbuncle is, indeed, altogether 
too brief, both as to operative attack and clinical features. 
There is no mention of its occurrence as a complication 
of diabetes. Indeed, the index refers to diabetes under 
the single caption of diabetes in pruritus. page 261, although 
we also find it spoken of in connection with gangrene, page 
513, and perforating ulcer, page 530. 

The author wisely did not yield to the temptation natur- 
ally afforded by his subject to deal too exhaustively with 
fractures; as a special subject this is covered in works oc- 
cupying more space than this book could logically spare. 
He presents, however, the essential facts in diagnosis 
and treatment in clear and succinct fashion. It is a little 
surprising that among his wealth of splendid photographs 
we find so few illustrating fractures and fracture dressings. 
He states that fracture of the metatarsal bones is almost 
always due to direct violence. He makes no reference to 
fracture of the base of the fifth metatarsal by indirect 
violence. Nor does he call attention, as he should, to the 
fact that fracture of a metatarsal is often the cause ot 
pain or swelling of the foot following comparatively slight 
violence (fuss geschwulst). 

Fracture of the carpus is too briefly dealt with. 

Fracture of the femur, the author very properly states, 
is a major surgical condition and it is therefore not dis- 
cussed. Fracture of the femur in infants, however, can be 
and usually should be treated in ambulant fashion, and it 
might logically be included in this work. 

The sections on infections of the hand, and especially 


that on tendon sheath infection, are most excellent. Their 
reading will not be wasted time even for an experiencea 
surgeon, and they will, we think, properly discourage the 
unqualified man from attempting to deal with conditions 
which, never trifling, so often appear temptingly simple in 
their incipiency. 

Ulcer of the leg, which, with finger infections, constitutes 
so prominent a part of surgical dispensary work, is like- 
wise discussed at considerable length. The author clearly 
lays down the essential considerations in treatment, and 
emphasizes the importance of thoroughness, patience and 
great care. He makes no reference, however, to Unna’s 
zinc-gelatine dressing, which is so often effectual in cer- 
tain cases that resist other treatment and, especially, in 
patients who cannot apply frequently for change of dress- 
ings. 

the clinical features and surgical treatment of mam- 
mary abscess, also so common an affection in surgical dis- 
pensary practice, are by no means sufficiently discussed; 
and here also the author’s helpful photographs are missed. 
He does not mention the use of the very small incision 
and Bier’s suction cup in the treatment of breast abscess. 
Indeed, we do not find a single reference to Bier’s hyper- 
emia in the book, in the treatment either of acute infections 
or chronic joint affections. We are surprised that acute 
and chronic mastitis (non-suppurative) are not even men- 
tioned! 

The chapters on minor surgical technic and on the roller 
bandage are excellent. We do not understand why the 
author suggests four or five yards of silk ribbon at twenty 
cents a yard, to make a black bandage, when vastly cheaper 
black bandages of gauze can be purchased at the drug 
store, ready-made. 

We shall not attempt a description of all the other sec- 
tions of this volume, which we find of such excellence that 
we would, rather, point out some of its shortcomings—not 
in a spirit of fault-finding, but rather in that of suggestion, 
since we feel sure that so unique a work will soon demand 
a second edition. 

Tuberculous adenitis of the neck is, perhaps, discussed 
at sufficient length, but subacute and chronic cervical 
adenitis of other origin—a most important subject—is 
barely more than hinted at. Pectoral adenitis, not uncom- 
monly developing from infections about the waist line, as 
from a corset, is not mentioned, nor is subpectoral abscess. 
Under acute torticollis we find no suggestion of cervical 
adenitis, dental caries or other occasional etiological fac- 
tors. There is reference to removal of a foreign body from 
a bronchus by bronchotomy, but none to bronchoscopy— 
although both are major operations. 

We do not find a word about blank cartridge wounds 
or tetanus! Syphilitic dactylitis is treated under that head- 
ing, but tuberculous dactylitis is discussed only incident- 
ally on page 443, under the general heading tuberculosis of 
joints. It is also mentioned, on page 438, as one of the con- 
ditions from which specific dactylitis is to be differentiated. 
In this connection the author suggests a radiograph, but he 
does not say what, as differentiating features, the radio- 
graph would show. His work would have added value if 
he had introduced, either as a separate chapter or other- 
wise, a discussion of the use of the x-ray in minor sur- 
gery, the differentiation by skiagraphic details of various 
inflammatory, malignant and traumatic bone and joint af- 
fections, and the radiographic methods of localizing a for- 
eign body 

Neither under the heading of painful heel nor elsewhere 
can we find any suggestion that gonorrhea is a cause of 
painful foot. Tabes is not mentioned under perforating 
ulcer. Talipes is not discussed (nor is there mention of 
tenotomy of the Achilles tendon) and yet this subject be- 
longs, in part, within the realm of minor surgery. 

The treatment of gonorrheal arthritis as outlined on 
page 434 and again on page 534 is too sketchy. There is 
no reference to treatment by serum, stasis hyperemia or in- 
ternal medication. The treatment of tuberculous joints is 
is only outlined, tio doubt because the author regarded this 
as an essentially major, albeit often ambulatory, surgical 
affection, deal with sufficiently in other text-books. 

Erythromelalgia is not described. There is no reference 
to the minor surgical complications of typhoid fever. In 
fact. perhaps because of an effort to keep strictly within 
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the limits of minor surgery, Foote has failed to give to 
his work the broad basis in diagnosis that it should have. 
Minor surgical conditions cannot always be recognized as 
such except by differentiating them from more serious 
ones. Thus there should have been included in such a 
book descriptions of the recognition of Charcot’s joint, 
pathological fracture, and a variety of other local and 
general conditions that may simulate or complicate minor 
surgical ailments. 

Typographically and stylistically, the. volume is very at- 
tractive. Fenestrum, so spelled repeatedly on page 707, 
and in the index (which is not as good as it might be) 
should, of course, be fenestra; and fenestra, used as 
plural, should be fenestrae. 

Dr. Foote has prepared a useful book in a capable man- 
ner. We do more than merely commend it; we urge its 
value to all those who are not experienced surgeons, and 
who do not limit themselves strictly to medical practice. 


Hospital Training-School Methods and the Head Nurse. 
By Cuariottre A. AIKENs, late Director of Sibley 
Memorial Hospital, Washington, D. C.; late Superin- 
tendent of lowa Methodist Hospital, Des Moines, and 
of Columbia Hospital, Pittsburg; Associate Editor of 
The National Hospital Record. Duodecimo; 267 pages. 
Philadelphia and London: W. B. Saunpers Company, 
1907. 

As the “hospital problem” has developed, so there has co- 
incidently developed the “training school problem’—the 
rational study of the management of nurses’ training 
schools, the curriculum and methods of teaching, and the 
ethical and sociological considerations involved.. In the 
discussion of this “problem” this little book is a valuable 
contribution, as it is also, indeed, a pioneer. It has little 
in common with text-books of nursing, manuals for operat- 
ing-room nurses, etc., although it touches on the subjects 
contained in such works, from other standpoints—viz, 
those of teaching and of general administration. 

The work provides good reading for any nurse interested 
in the broader aspects of her profession: but it is intended 
chiefly for training school superintendents and “managers,” 
and head nurses. 

The three-years course of study is carefully laid down, 
with especial regard to the methods of teaching, the con- 
duct ot examinations and reviews, the relation of teacher 
to pupil nurse, etc. The author also indicates wherein at- 
tempts to teach too much must be avoided. She also sug- 
gests that, within certain limitations, the undergraduate 
might be allowed to “specialize.” The value of lectures in 
the ethics and sociologic relations of nursing is emphasized. 
These pedagogic principles and data occupy the first part 
of the book. 

The second part of the work relates to The Head Nurse, 
and contains chapters dealing with her responsibilities, and 
her relations with patients, assistants and physicians, hos- 
pital cthics and discipline, ward housekeeping and general 
management, orders and reports, the night supervisor, the 
operating-room nurse, etc. While these chapters contain 
many useful hints, they are written not as a manual of 
detailed instruction, but rather from the broad standpoints 
of ethics and general administration. 

We commend this small book, not only to nurses, but 
to all physicians actively interested in hospital methods. 


Nouveau Traite de Chirurgie, Publié cen Fascicules sous 
la Direction de A. Le Dentu et Prerre Devset. VI. 
Lesions Traumatiques des Articulations. Par Lton 
Canter, Medecin Principale de l’Armée, Professeur 
a du Val-de-Grace. Octavo; 136 figures in the 
text. Paris: J. B. Baitirére et Firs, 1908 


Volume VI deals with sprains, wounds of joints, and 
dislocations. According to the author, the x-ray has put 
joint pathology upon a different basis, largely doing away 
with the necessity of the former careful study of symptom- 
atology and diagnosis, and ushering in an era of surgical 
intervention. The recent frequent wars have enabled mili- 
tary surgeons to arrive at new and clearer conclusions as 
to the treatment of wounds, while expert testimony in 


damage cases has necessitated a different view-point in the 
analysis of the etiology of joint injuries. 


Each of the subdivisions mentioned above, begins with 
a general chapter and then takes up the consideration of 
special joints. Neither the spinal column nor the pelvis, 
however, is mentioned. The bibliography is abundantly 
quoted, but as in the other already published volumes, the 
illustrations are inadequate. X-rays are portrayed by rough 
and ready outlines, and most of the illustrations are almost 
schematic. A few are borrowed from old favorites, such 
as Bigelow, Farabouef and Albert. The text is clear, con- 
cise, well arranged and instructive. 


Treatise on Diseases of the Skin; for the use of ad- 
vanced students and practitioners. By W. STEL- 
wacon, M.D., Ph.D., Professor of Dermatology in the 
Jefferson Medical College, Philadelphia. Fifth Edi- 
tion, revised. Octavo; 1,150 pages; 267 illustrations 
in the text, and 34 full- -page colored and _ half-tone 
plates. Philadelphia and London: W. B. SAuNDERS 
CoMPANY, 1907. Cloth, $6.00 net; half morocco, $7.50. 

It is unusual to meet with a text-book that is as satis- 

factory in all essentials as the volume before us. The au- 
thor has wisely embraced in the exposition only the neces- 
sary facts that will enable the practitioner to gain a clear 
picture of the disease. The book is therefore happily free 
from that academic taint so common to many text-books. 
Especial attention has been paid to diagnosis and treat- 
ment. In the latter division, the author has included his 
own valuable experiences as well as the measures recom- 
mended by others. We have noted no evidences of lack 
of “up-to-dateness” on the part of the author. References 
to recent dermatological literature are given in full. In re- 
gard to illustrations and typography, there is nothing to be 
desired. 


A Text-Book of the Practice of Medicine. By James 
M. Anpers, M.D., Ph.D., LL.D. Illustrated. Eighth 
Edition, revised. Octavo; 1,317 pages. Philadelphia 


and London: W. B. SauNpers Company, 1907. 

A text-book that has reached its eighth edition within 
a period of ten years requires no word of commendation on 
our part. No book could create such a demand unless it 
possessed unusual merits. These merits are apparent even 
upon a superficial perusal of the book. The type is large 
and clear ; the text is concise, systematic and, with few 
exceptions, thoroughly modern, all contrcversial poitits have 
been eliminated or succinctly summarized. The exposition, 
considering the space limitations, is remarkably full, espe- 
cial attention, we are pleased to note, being paid to therapy. 
Finally, the author reveals himself to be a well-balanced 
clinician with strong conservative leanings. 

It is only to be expected that in the course of a more 
careful reading, a number of items will be found concern- 
ing which criticism might be made: It is only fair to say, 
however, that these are not so much errors in fact, as in 
personal differences in opinion. For instance, there is no 
mention of the open-air method of treatment of pneumonia, 
the Bier treatment of gonorrheal synovitis, the Solomon 
and Gluzinski tests for gastric carcinoma, the use of tu- 
berculin for therapeutic purposes or the diagnostic value 
of basophilic degeneration of the leucocytes in lead poison- 
ing. We also note that several important clinical entities 
have been entirely omitted from discussion; there occur 
to us, as instances, diverticulitis of the large intestine, 
hernia of the lung, paralysis of the phrenic nerve, throm- 
bosis of the inferior vena cava, and hour-glass stomach. 
Status lymphaticus is inadequately described. The book is 
remarkably free from typographical errors. Lanear, how- 
ever, should be Lazear on page gt, Litton should be Litten 
= 906, and cystitis should be cystinuria, on page 


Tuberculosis as a Disease of the oF 2 and How to 
Combat It. Prize Essay by S. Knorr. Fourth 
issue, revised and illustrated. Published by Frep P. 
Fiori, 514 East 82nd street, New York; also for sale 
by “CHARITIES AND THE Commons,” 105 East 22nd 
street, New York City. Paper binding, 25 cents. 

It is a pleasure to greet this familiar prize essay again. 
We trust that it will continue its efficient use as a popular- 
izer of the hygiene and treatment of tuberculosis for many 
years to come. 
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A Conservative Treatment of Sarcoma. W. W. Bas- 
cock and G. E. Prauter, Philadelphia. Surgery, Gyne- 
cology and Obstetrics, February, 1908. 


The radical treatment of sarcoma has been unsatisfac- 
tory. The relatively benign forms such as central bone 
sarcoma, giant-cell sarcoma and some fibrosarcomata may 
be cured by simple excision or curettage, while the very 
malignant, such as periosteal sarcoma of long bones, mela- 
notic and small round-celled sarcomata cause death even 
after amputation at a high level. Early and radical re- 
moval does not seem to be of the same avail as in carci- 
noma. On the other hand, sarcomata show considerable 
tendency to disappearance, either spontaneously, after 
x-ray treatment or after injections of toxines or suppura- 
tion. Trauma exerts a remarkable localizing effect on 
sarcoma; especially is this true of operative trauma; there- 
fore sarcoma recurs in the scar no matter where the am- 
putation is performed. 

Operative trauma should therefore be limited as far as 
possible to the immediate field of the sarcoma so that re- 
currence may not be invited at a new or distant point. 
The sarcoma cachexia is not due to the metabolic products 
of the neoplasm as in cancer, but -rather to the necrotic 
processes in the tumor. The authors, therefore, adyocate 
judicious intracapsular enucleation, massive and prolonged 
Roentgenization and the topical application of methylene 
blue or pyoktanin and occasionally the internal adminis- 
tration of certain drugs or toxines. Numerous interesting 
illustrative cases are submitted. 


Conservative Operations on Bone Tumors, Based on 
the Clinical and Pathological Study of Their Rela- 
tive Degree of Malignancy. J. C. Broopcoon, Bal- 
timore. Journal of the American Medical Association, 
February 1, 1908. 

From a study during many years, of patients treated in 
Dr. Halsted’s surgical clinic at the Johns Hopkins Hos- 
pital, of those in his own practice, and of others commu- 
nicated to him by colleagues and collated by him from the 
literature, Bloodgood has found that, with rare excep- 
tions, the cases of bone tumors in which the patients re- 
covered without amputation had a similar er Bom while 
in those that cannot be thus cured, the pathologic anatomy 
is different. In this latter group, in spite of high ampu- 
tation, the patients succumb to internal metastases. He 
reviews the tumors for which the extent of the operation 
is governed by the local growth, and for which amputation 
is indicated only when the necessary local resection would 
leave the limb without function. When amputation is re- 
quired for a local growth the highest point need not be 
selected. The first mentioned are the bone cysts of which 
there are two varieties: The dentigerous cysts of the jaw, 
and the form usually seen in the medullary cavity of the 
long pipe bones, rarely in the short and flat bones, and 
differing from the dentigerous cyst in having no connec- 
tive tissue capsule. The dentigerous cyst needs only the 
removal of the membranous lining for its cure; the other 
form can only be diagnosed by an exploratory incision, 
but curetting and drainage will accomplish its cure. The 
adamantine epithelioma cannot be distinguished clinically 
from the dentigerous cyst when it occurs in the bony cav- 
ity of the jaw, nor from epulis when it begins under the 
alveolar mucosa. At the exploratory incision it can be 
distinguished from the dentigerous cyst by coarse white 
granular tissue filling its cavities. The tumor should be 
completely excised, but one can keep close to it. When it 
occurs as epulis, local removal with excision of the alve- 
“= border of the jaw only is necessary. The rare medul- 
lary fibroma may be looked on as a solid bone cyst. It 
is not malignant, aud.a conservative operation is sufficient. 
Giant-cell sarcoma usually starts in the medullary cavities 
of the long bones, though periosteal growths have been 
recorded. It is the most common form of epulis. Cases 
have been cured by simple curetting, and when recurrences 
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have followed, they have sometimes been eradicated by a 
second operation. In over a hundred cases of the pure 
tumor none has given metastasis. It seems justifiable, 
therefore, first to try conservative methods with this 
growth. Surgeons should acquaint themselves with the 
characteristic appearances of this growth if they wish to 
cure tumors with the least possible mutilation. Pure myx- 
oma is rare; Bloodgood has seen but one case. Its treat- 
ment is the same as that of a giant-cell sarcoma. Pure 
enchondroma is readily recognized; it is benign and local 
resection suffices. Bloodgood has been surprised at the 
good effects of complete removal in myxochondrosarcoma ; 
metastasis is rare but possible. Curetting should never be 
employed, but local resection is justifiable. It is common in 
the maxillary antrum. Bloodgood thinks that the name osteo- 
sarcoma should be applied only to bone tumor associated 
with new bone formation, and this is seen, to any extent, 
only in periosteal growths, occurring most commonly on 
the lower jaw. In his experience, none of the cases has 
given metastasis. Local resection should be the operation. 
He has observed periosteal fibroma only on the jaw; locas 
excision is sufficient. Exostosis bursata is a benign 
growth, which may be mistaken for a sarcoma, but ex- 
ploratory incision reveals its nature. Lipoma springing 
from the periosteum may cause similar mistakes. 

The more malignant sarcomata of bone are fatal ir. spite 
of high amputation performed in many cases, even a few 
weeks after the first symptom. Death is due to metasta- 
sis, usually to the lungs. These comprise the various 
forms of the round and spindle-cell tumor and the angio- 
sarcoma, chiefly the perithelial. The importance of urine 
examination in bone tumor is insisted on. In the multiple 
myeloma of bone, Bence-Jones bodies are present and 
their discovery might, in case of merely localized symp- 
toms, prevent the diagnosis of a single tumor and cause a 
needless operation in this hopeless disease. Myeloma in 
its early stage resembles giant cell sarcoma or bone cyst. 
It is important to remember, also, that benign bone cyst, 
itself, may be a multiple lesion. The cases thus far re- 
corded have been associated with osteomalacia. Multiple 
giant-cell tumors have been observed in a case of ostitis 
deformans by Rehn. 


Factors which Influence the Permanence of Cure in 
Operations for Cancer of the Breast. W. D. Hac- 
GARD, Nashville. Journal of the American Medical As- 
sociation, January 25, 1908. 

The factors that unfavorably influence the prognosis of 
cancer of the breast are rev iewed by Haggard, who espe- 
cially calls attention to the importance of not neglecting 
any tumor, however small, in this situation, and the value 
of explanatory operations in such cases. He blames prac- 
titioners for the too common advice to wait. There is 
nothing more simple, he says, than the microscopic exami- 
nation ofa lump in the breast. The tumor, if small, can be 
easily removed through a slight incision, and if large, a 
portion can be removed and sent to a pathologist for exami- 
nation, the wound being left open, with two or three pro- 
visional sutures, and packed with Harrington’s solution or 
alcohol to prevent any of the cancer cells from wandering 
into the bloodvessels. Unfortunately, the surgeon seldom 
sees these patients early enough and when operation is re- 
quired it must be extensive to include all the possible lym- 
phatic routes of infection. ie sums up the contraindica- 
tion to operations as follows: 1. Fixation to the chest wall. 

Extensive axillary involv ase when all the structures 
are fused. 3. Enlargement of the supraclavicular glands, 
which are secondary groups. 4. The “pig-skin” edematous 
lymphatics over the breast signifying that all the routes of 
lymph return are blocked. 5. Multiple shotlike nodes in 
the skin commonly seen after osteopathic treatment, which 
bruises the vessels and spreads the cells over the chest 
with the formation of infected nodes. 6. Suppuration of the 
cancer itself (the only operative fatality in his series oc- 
curred in a case of this character). 7. Cachexia. The 
x-ray treatment is advisable, he states, after fixation, espe- 
cially in advanced cases. While it does not kill cancer, ex- 
cept in very superficial forms, it will produce a higher type 
of local resistance, will contract lymphatics and will de- 
posit fibrous tissue in and about the glands, thus delaying 
the progress of the disease. 


’ 


g2 AMERICAN 
JOURNAL OF SURGERY. 


PROGRESS IN SURGERY. 


March, 1908. 


Adenomata and Cysts of the Parotid (Adénomes et 
Kystes de la Parotide). P. Lectne, Paris. Revue de 
Chirurgie, January, 1908. 

The author, in an analysis of all reported instances of 
adenoma of the parotid, was able to find but five authentic 
cases. His own observations were gathered from a study 
of one case of adenoma and of three cases of cyst of the 
parotid. The adenomata resemble the mixed tumors in 
many respects. Their size varies from that of an almond 
to that of a hen’s egg; they are usually situated just in 
front of or below the tragus of the ear. There is nothing 
in their macroscopic appearance or in their clinical history 
which serves to differentiate them absolutely from the 
mixed tumors. As regards the cyst, Lecéne is inclined to 
the view that they are not developed at the expense of 
the glandular tissue of the parotid, but that they owe their 
origin to embryonal inclusions probably derived from the 
branchial clefts. 


The Toxic Effects of Urotropin. J. G. BearpsLey, 
Philadelphia. Therapeutic Gazette, January 15, 1908. 
The author reports three cases of hematuria arising after 
the administration of therapeutic doses of uratrapin, and 
finds many similar instances reported in the literature. He 
believes, therefore, that urotropin is not by any means the 
harmless drug that physicians have been led to believe, and 
advises careful observation of the urine in every case in 
which it is administered. 

The Antimicrobic Action of Bromin. G. C. KinnaMan, 
Chicago. Journal of the American Medical Associa- 
tion, February 1, 1908 

Kinnaman reports the results of experiments made in 
vitro to test the antimicrobic efficiency of bromin. The fol- 

lowing organisms were employed: Bacillus prodigiosus, B. 

anthracis and spores, B. tuberculosis, Staphylococcus pyo- 

genes aureus, Streptococcus pyogenes, Blastomyces derma- 
tidis, Actinomyces bovis. In order to approach as nearly 
as possible conditions in the tissues, solid media were em- 
ployed exclusively and a large number of tubes was used. 

The final deductions are given substantially as follows: 

1. In a solution of bromin we have a germicidal agent that 

has a peculiar selective action for certain groups of micro- 

organisms and that acts more or less indifferently toward 
another group. On cocci and fungi a I to 300 solution ex- 
erts a marked germicidal action, but on bacilli, especially 
spore-forming ones, its action is disappointing, a I per cent. 
solution having to act bs a considerable period of time be- 
fore causing death. It differs from an ideal antiseptic 
in that (a) it is hard he prepare, being very irritating to the 
eyes and mucous membranes; (b) it is very unstable, hav- 
ing to be kept in a glass retainer, and even then it gradu- 

ally loses its power and fresh solutions are required; (c) 

it is not markedly penetrating; (d) it has to act for a con- 

siderable time to be effective on all microorganisms; (¢) 
it coagulates albumin. 3. It approaches an ideal antiseptic 
in that (a) it is non-toxic and non-irritating in effective 

strength; (b) it does not produce an appreciable stain. 4. 

Lastly, it is needful to state that in order to be effective on 

all classes of microorganisms a I per cent. solution must 

be used for the period of one hour. 


The Surgical Value of Iodin. W. T. DannreutHer, New 
York. Medical Record, January 25, 1908. 

Danreuther believes that the value of iodin has been 
unappreciated in surgery. The author has used it exten- 
sively in all varieties of surgical work and speaks of the 
results that he has achieved in enthusiastic terms. For 
disinfecting wounds he applies the tincture; dirty wounds 
of the scalp, for instance, will heal by primary union if 
sutured after the application of iodin. Painted over a 
lymphangitis it is a sovereign remedy. The author has had 
excellent results in the treatment of erisipelas, indolent 
granulations and sloughing wounds. In major surgery, 
iodin has been employed for purposes of sterilization of 
the hands, disinfection of the skin (especially the umbilicus ) 
beiore laparotomy and the preparation of catgut. The 
author has found iodin (solution of one-half drachm of 
the tincture to two pints of water) in the treatment of 
gonorrhea of females better than any remedy that he has 
ever employed. He has also used it after curettage and 
after labor to prevent infection and post-partum nemor- 


rhage. The author describes its use in bubo and for the 
injection of hydroceles. 

From our own somewhat extended observations during 
the past few years we can confirm, in a large measure, the 
experience of the author.] 


The Ambulatory Treatment of Hip-Joint Disease. H. 
A. Prncree, Portland, Maine. Journal of the Amer- 
ican Medical Association, February 8, 1908. 


These authors review the different methods of the me- 
chanical treatment of hip-joint disease, and point out that 
no one method embodies all the essential principles. In 
order to secure the requisite fixation, traction and protec- 
tion without too great expense, it will be necessary to com- 
bine the features of those in common use, and turning to 
those analyzed, he finds that the plaster-of-Paris spica 
bandage affords the best fixation, the adhesive plaster straps 
the best traction, and tue iron brace which extends beyond 
the sole of the boot, together with the high shoe on the op- 
posite foot, and crutches, the best protection. The cost of 
this combination amounts to about $5.75 for a child of aver- 
age size. Details are given for the application of this com- 
bination anu the objections to its use are reviewed. The 
clinical results with this apparatus have been very satis- 
factory. About 200 patients have been under observation 
and their progress noted, and comparisons have been made 
with patients treated by the other methods. The authors’ 
conclusions are summarized as follows: 1. The patient is 
under excellent control, as the apparatus cannot be re- 
moved and replaced bythe patient or family at will. 2. The 
appliance can be produced at much less expetse than any 
other that is efficient. 3. The duration. of the treatment 
may be lessened, which is a factor to be thought of; there 
is less danger of abscess formation, and the preservation 
of the joint structure is more certain. 4. Finally, the posi- 
tion of the limb can be regulated to a nicety otherwise ob- 
tained only through the use of expensive apparatus ac- 
curately adjusted by skilled hands and kept constantly un- 
der the closest supervision. 


Derangement Interne, Pulled Elbow, Groyand’sche 
Verletzung. J. Heckmann, New York. The Post- 
Graduate, February, 1908. 

This is a not uncommon but inadequately appreciated 
lesion. It occurs in children under five years of age. The 
usual history is this: The child is suddenly grasped by 
the arm or forearm to save the child from falling, to help 
it upstairs, etc. “The child begins to cry, and the arm, 
presumably paralyzed, hangs down slightly from the side, 
slightly flexed at the elbow, the hand in pronation, usually 
resting for support upon the trunk and supported and 
guarded by the other hand.” Physical examination usually 
reveals nothing. If left alone, recovery takes place in from 
one to two weeks. Immediate recovery can, however, be 
obtained by quick flexion at the elbow after extension and 
supination of the forearm. The exact anatomical lesion is 
not definitely known. The author, from a study of 32 
cases, believes that it is due to a subluxation of the head 
of the radius with or without more or less incarceration of 
the capsule. 


On Scapular Friction (Ueber Skapularkrachen). Dr. Sor- 
HEISSEN, Vienna. Medizinische Klinik, January 12. 
1908. 

A mild friction obtained by moving the scapula over 
the chest wall is almost physiological; according to Bas- 
sompiére it is found in 7o per cent. of all subjects. A loud 
cracking sound however is rather rare. Various causes 
have been ascribed for the production of scapula friction; 
atrophic of the serratus is an important factor. This brings 
about a bareness of the anterior aspect of the scapula. 
This etiology is especially common in the tuberculous. 
Among other causes may be mentioned fracture and sub- 
scapular bursitis. The author geports a case in which a 
very marked cracking was due to a thickening and turning 
over of the upper border of the scapula at the site of 
origin of the levator scapule muscle. After removal of 
this thickening and a plastic on the rhomboid muscle to 
cover the raw surface, the friction sound entirely disap- 
peared. (No cause is given by the author for this remark- 
able thickening. ) 
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Gonorrheal Exostosis of the Os Calcis. C. H. Jarcer, 
New York. American Journal of Orthopedic Surgery, 
January, 1908. 

The author summarizes his observations on the occur- 
rence of exostoses of the os calcis, due to gonorrheal in- 
fection, in a brief clinical study of eleven cases. Baer had 
previously called attention to a painful affection of one or 
both heels, usually occurring in males after a_ specific 
urethritis and probably caused by the lodgment of gono- 
cocci in the os calcis. In the course of a chronic urethritis 
or following an acute attack, the patient experiences severe 
pain in one or both heels. The pain may be so intense as 
to make walking impossible. Physical examination reveals 
a sensitive spot over the plantar aspect of the heel, and the 
x-ray picture shows a characteristic overgrowth in tne 
form of a prong-like or cauliflower-like projection, that 
juts forward from the tubercle of the os calcis. In one of 
the author’s cases, gonococci were isolated by means of 
culture from the bony spicules removed at operation. As 
regards the treatment, the thorough removal of the ex- 
ostosis is recommended. This procedure was carried out 
in six patients with perfect recovery in every case. 


A Contribution to Our Knowledge of the Typical Frac- 
ture Dislocations of the Carpus (Beitrag zur Kennt- 
nis der Typischen Luxationsfracture des Intercarpal- 
gelenkes). V. Scuocn, Zurich. Deutsche Zeitschrift 
fiir Chirurgie, November, 1907. 

This paper is a scholarly report based upon a study of 
the literature and of the author’s own cases, and includes 
the results of experimental investigation on the cadaver. 
The main points of the article may be summarized as fol- 
lows: 

The “typical fracture of the carpus,” described by de 
Quervain, includes a combination of fracture of the scaph- 
oid with volar dislocation of the semilunar and of the distal 
fragment of the scaphoid. This typical fracture, and the 
simple dislocation of the semilunar and the isolated frac- 
ture of the scaphoid, are the most frequent varieties of 
carpal injury. It is usually caused by a fall upon the out- 
stretched arm, the hand being held in a position of moder- 
ate dorsal flexion or with the fingers tightly clasped so that 
the impact is received by the thenar eminence. As regards 
the mechanism of this injury, two explanations may be 
given. According to the first, suggested by de Quervain, 
the rebound of the third metacarpal and os magnum is ef- 
fective in fracturing the scaphoid, driving its proximal 
fragment and the semilunar into the volar position. The 
second explanation presumes that fracture of the scaphoid 
occurs by compressive force and that the consequent hyper- 
extension of the hand pries forward and dislocates the 
semilunar and upper portion of the broken scaphoid. 

The chief signs are swelling, absence of all active mo- 
tion at the wrist, and shortening and widening of the 
carpus. Just below the volar aspect of the radius a bony 
prominence can be felt. Symptoms referable to compression 
of the median nerve may also be present. The condition 
may be differentiated from sprain, Colles’ fracture and iso- 
lated break of the scaphoid by the abnormal position of the 
semilunar and fragment of the scaphoid. In the simple dis- 
location of the semilunar there is less shortening and there 
is absence of the tenderness over the scaphoid. The prog- 
nosis is bad as regards restoration of the function of the 
wrist except in those cases in which a complete reduction 
can be accomplished. Even after operative interference 
considerable impairment of mobility remains. In the treat- 
ment an attempt should first be made to reduce the dislo- 
cated bones, and if this is unsuccessful, an effort to accom- 
plish this by the open method should be made; extirpation 
of the dislocated fragment of the scaphoid and even of the 
semilunar may be necessary, if the proper reduction cannot 
be attained. 


A Plea for Early Exploratory Laparotomy in Gastric 
Diseases of Doubtful Nature. RopMAN, 
Philadelphia. Journal of the American Medical Asso- 
ciation, January 18, 1908 

Rodman insists on the importance of early correct diagno- 
sis of the pathologic conditions of the stomach and the more 
frequent resort to exploratory operation in doubtful cases. 

The risk, he says, is inconsequential and altogether out of 


proportion to the benetits derived. He especially emphasizes 
the danger of cancerous change in gastric ulcer which oc- 
curs far more frequently than was formerly believed. Few 
admit or realize that one-third of all cancers occur in the 
stomach, that 80 per cent. of gastric cancers are situated 
at the pylorus, and that certainly more than one-half ot 
them have their origin in ulcer, which in its chronic form 
is amenabie only to surgical treatment. Rodman thinks 
that it would be well if all the literature on gastric diseases 
prior to the time when the stomach fell under the domain 
of the surgeon, could be obliterated. While it contains 
much truth there is more of error in what was written be- 
fore the lesions were exposed and inspected and submitted 
to microscopic examination. As it is now, operation is too 
often delayed and most gastric cancers are inoperable when 
they come to the surgeon. He quotes from Moynihan, 
Mayo, Robinson, the Mayo brothers, Jedlicka and other au- 
thorities as to the frequency of cancer from gastric ulcer 
and the importance of early exploratory operation, and 
calls particular attention to the fact that pyloric ulcers 
are the ones that especially undergo malignant change, 
those situated elsewhere rarely causing cancer. Hence the 
advisability of pylorectomy in these cases, preferably sup- 
plemented by a posterior gastrojejunostomy to correct ex- 
isting functional disorders of the stomach. Gastroenter- 
ostomy itself is, he thinks, insufficient, though it may re- 
lieve many cases of simple ulcer. The danger of pylor- 
ectomy, he believes, has been exaggerated, and, consider- 
ing its advantages, should not prevent its more frequent 
performance were it twice as great. Its mortality in 130 
cases collected by him, has been only 6.9 per cent., while 
that from perforation is 13 per cent., from hemorrhage, 8 
per cent., to say nothing of the indefinite but ever increas- 
ing mortality from malignancy. 


Early and Late Cases of Gastric Ulcer. W. F. CHENEY. 
Journal of the American Medical Association, Febru- 
ary 8, 1908. 

Many cases of so-called chronic dyspepsia, characterized 
for weeks or months by flatulence, water-brash, burning and 
distress after food, where the epigastrium shows tenderness 
and the test-meal hyperacidity are in reality gastric ulcer, 
even when the feces show no occult blood. If, in such 
cases, a month’s ordinary treatment for the condition does 
not cause improvement, Cheney has learned to insist on a 
rigid course directed to the cure of ulcer, even though no 
positive evidence of its presence has yet appeared. Cheney 
reports several cases and gives his conclusions, not from 
these merely but from his experience with the groups they 
represent, substantially as follows: 1. There is an earty 
stage of gastric ulcer, lasting for weeks or months, during 
which rigid medical treatment can effect a cure; but its 
clinical picture does not correspond to the classical one 
and the diagnosis at the time must be inferred rather than 
positively demonstrated. 2. In the later stage, commonly 
described as gastric ulcer, the symptoms are really due to 
complications rather than to the original disease: (a) to 
perigastric adhesions; (b) to pyloric stenosis; (c) to gas- 
tric dilatation and retention; (d) to localized peritonitis; 
(e) to the opening or+a large bloodvessel; (f) to perfora- 
tion of the stomach wall; complications beyond medical 
treatment and falling into the surgeon’s domain. 


Diagnosis and Treatment of Diaphragmatic Hernia 
(Diagnostic ct Traitement de la Hernie Diaphragma- 
tique). Danier J. Cranwe rt, Buenos-Ayres. Revue 
de Chirurgie, January 10, 1908. 


The author gives a comprehensive analysis of the re- 
ported cases of chronic diaphragmatic hernia, recounts at 
length the history of his own case and makes a plea for 
the transpleural method of operating in this condition. His 
patient had received a deep gash in the left side of the 
thorax about 18 months previously. Although the wound 
had healed kindly, certain characteristic symptoms ensued. 
These were pain, a peculiar sensation of a “noise or rum- 
bling” in the chest, a feeling as if something were ascend- 
ing from:the abdomen into the thorax upon deep inspira- 
tion, or upon coughing. The diagnosis of chronic trau- 
matic diaphragmatic hernia was made. Upon opening the 
chest at the operation, the transverse colon and omentum 
were found prolapsed; reduction was easy, the diaphragm 
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was sutured and the patient made an uneventful recovery. 

Etiologically we may distinguish two varieties of this 
type of hernia, one produced by wounds, the other by rup- 
ture of the diaphragm. A sudden augmentation of the 
intra-abdominal pressure by compression of the viscera 
has been known to cause a tear in the phrenic vault. Fre- 
quently the establishment of the prolapse is attended by 
no symptoms at all, or if present these may be insignifi- 
cant; in fact, the first clue to the pathological condition 
may be furnished by the signs of strangulation of displaced 
gut. Besides the pain and the peculiar sensations cited as 
occurring in the author's case, disturbances referable to tne 
digestive tract are usually present. These are a sensation 
of fulness in the epigastrium, impairment of digestion, 
vomiting, and constipation which may go on to obstruc- 
tion. Sometimes there is dyspnea, and even palpitation. 
By palpation of the thorax, a fremitus, communicated ~ 
the chest well from the intestines, may ‘be elicited, and, 
felt, is important in diagnosis. Examination with = 
Roentgen rays often gives valuable information. 

The transpleural method is to be preferred in the op- 
erative treatment for the following reasons: First, be- 
cause adhesions can be attacked best and reduction is done 
under the guidance of the eye; second, because the dia- 
phragm is more accessible by this route; third, because in 
attempting reduction by way of the abdomen, the negative 
pressure of the thoracic cavity must be overcome; and 
fourth, because the dangers of pneumothorax are illusory, 
the lung being usually adherent in the chronic cases, and 
furthermore already accustomed to the compressive action 
of the displaced viscera. 


The Treatment of Perigastric Adhesions with Fibroly- 
sin (Zur Fibrolysinbehandlung perigastritischer Ver- 
wachsungen). C. Micuaet, Berlin. Berliner Klinische 
Wochenschrift, December 16, 1907. 

The author reports two cases of perigastric adhesions 
(in one case the diagnosis was confirmed by operation) 
that had resisted all other methods of treatment, but in 
which complete relief of all symptoms was obtained by the 
injection of fibrolysin. Fibrolysin is a solution of thiosina- 
min, in glycerin and water. The injections of 1.15 c.c.m. 
of the solution are given subcutaneously in the epigastric 
region every other day. One case required ten, the second 
eighteen injections, before relief was obtained. Both cases 
remained well after six months’ observation. 


Phlegmonous Sigmoiditis — Resection — Recovery. I. 
Oxtmstep, Hamilton, Canada. American Journal of 
Obstetrics, February, 1908. 

The author reports an acute case, which differs from 
the cases reported by Mayo, in that no diverticula were 
found. The patient, a young woman of 24, had severe 
cramp-like pains in the lower abdomen, rectal tenseness 
and complete constipation. She frequently passed small 
quantities of ploody serum, but no gas flatus. The condi- 
tion persisted for 6 days, not accompanied by marked dis- 
tension or vomiting. The temperature did not rise above 
99.5°, the pulse above 90. On opening the abdomen five 
inches of the sigmoid were found,dusky red, contracted 
and with infiltration of the mesosigmoid; there was no 
peritonitis. ‘The affected part of the bowel was resected, 
and at a second operation, one month later, an end-to-end 
anastomosis was performed. Recovery was uneventful. The 
specimen showed the lumen completely obstructed by the 
inflammation, with exudation into all the coats. Culture 
showed a streptococcus and the colon bacillus. 


The Results of the Operative Treatment of Chronic 
Constipation. W. ArsutHnot Lane, London. Brit- 
ish Medical Journal, January 18, 1908 

Chronic Constipation. A Consideration of Its Surgical 
Treatment. W. ArsutHnot Lane, London. Sur- 
gery, Gynecology and Obstetrics, February, 1908. 

Lane describes as a symtom-complex a chronic intestinal 
stasis marked either by constipation alone or at times al- 
trnating with mucous colitis. The stasis and lack of drain- 
age first produce a distension of the cecum which drags 
downward into the pelvis and later forms adhesions along 
its outer surface. The peripheral end of the appendix be- 


comes fixed and its distal end dilated because of kinking. 


The ascending colon also becomes fixed at the hepatic flex- 
ure by the contracting normal attachments and by newly 
formed adhesions. As the transverse colon is firmly fixed 
by its two flexures the median portion alone can sag and 
often reaches into Douglas’ cul-de-sac. The descending 
colon is affected similarly to the ascending portion while 
the sigmoid may either dilate, or as its mesentery shrinks, 
become short, thin and almost non-contractile. All these 
parts of the large bowel show a great tendency to contract 
adhesions. ‘lhe stomach is pulled upon by the transverse 
colon, becomes dilated and also contracts adhesions. In 
advanced cases the small bowel shows numerous adhesions, 
a shortened mesentery, thin, flaccid, transparent walls and 
a greatly decreased muscular function. To complete the 
vicious circle the kidneys, especially the right, are drawn 
upon by the adhesions running to the colic flexures and be- 
come displaced and mobile. 

The auto-intoxication resulting from the stasis manifests 
itself in rapid loss of fat, and degeneration of the muscles. 
The skin is thin, inelastic, dirty looking. A marked ten- 
dency to pigmentation is noted. The resisting power is 
greatly reduced and the victim becomes a ready victim to 
tuberculosis, rheumatoid arthritis, gout, etc. In advanced 
stages the skin has a peculiar objectionable odor. Lane 
ascribes the trouble largely to the prolonged erect or se- 
dentary Position necessitated by civilization. In primitive 
communities the squatting and recumbent posture is more 
common. Reclining or even the Trendelenburg posture 
tends to relieve the descent and angulation of the large 
bowel. Pain over the cecum, loin, sacrum and in the upper 
abdomen are all accounted for by the points at which the 
traction takes place. The beginning of the trouble is often 
during the indigestion of infancy. 

The author in all cases of severer type advocates libera- 
tion from adhesion and complete extirpation of the large 
bowel as far as the rectum. He then performs an ileo- 
sigmoid anastomosis. Where the small bowel shows many 
kinks and adhesions an additional entero-enterostomy may 
be indicated. Should the dilated stomach not be relieved 
by the first operation a gastroenterostomy may be per- 
formed later. Finally the mobile kidneys may demand 
nephropexy. Early rather than delayed operation is indi- 
cated. The author reports 39 cases, of which 8 died. The 
results in the cases that recovered were without exception 
excellent. 

[Such a formidable operation is not apt to become pop- 
ular in a condition that we have always been led to believe 
could be cured, or at all events, greatly relieved, by appro- 
priate medical treatment. ] 


Some Physiological Aspects of Gastro-Enterostomy. 
H. CAMERON, London. British Medical Journal, 


January 18, 1908. 


As a result of careful physiological and chemical experi- 
ments on human beings, the author arrives at the follow- 
ing conclusions: 

1. On a purely milk diet, in non-malignant cases, after 
gastrojejunostomy there is a slight but definite diminution 
in the power of digesting and absorbing fat. 

2. On a mixed diet, rich in fat, for the most part in the 
form of butter, this diminution in power disappears. 

3. On a milk diet and on a mixed diet, rich in fat, the 
results are the same, whether there is obstruction at the 
pylorus or not. It is therefore improbable that the diminu- 
tion in power of digesting milk depends upon whether the 
duodenum is or is not short-circuited out of the alimentary 
canal. The cause must be common to both obstructed and 
non-obstructed cases, and is probably to be found in the 
regurgitation of alkaline bile and pancreatic juice into the 
stomach and in the consequent reduction of gastric acidity, 
together with the inhibition of the rennin. 

4. That in cases of recurrent intractable duodenal or 
gastric ulceration, an operation is indicated which will 
ensure the complete loss of the acid reaction of the stom- 
ach, while the benefit at present conferred in ulceration by 
gastro-enterostomy is due to the partial loss of that reac- 
tion. That such an operation would consist in closing the 
proximal enu of the bowel and implanting the distal di- 
rectly into the stomach. That where gastro-enterostomy 
is performed the opening should be near the cardiac end 
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of the stomach, and that the anastomosis should be simple, 
not Y-shaped, nor with entero-enterostomy. 

‘5. That the complete digestion of fats on a mixed diet 
is due to the specific stimulating effect on the pancreas of 
a hormone produced by the fats themselves. 

6. A case of malignant pyloric obstruction, after partial 
gastrectomy and posterior gastro-jejunostomy, showed 
complete power of dealing with fats. 


Rupture of the Kidney, with Remarks Upon Conserva- 
tive Operative Treatment. J. R. Nemson, Phila- 
delphia. American Journal of the Medical Sciences, 
January, 1908. 

Neilson reports four cases of rupture of the kidney in 
all of which the hemorrhage was easily controlled by simple 
gauze packing. All recovered with the exception of one, 
who died of secondary hemorrhage nearly two weeks after 
the operation. Of 34 cases reported within recent years, 
statistics show that 11 treated by gauze packing, suture of 
the kidney or drainage, 2 died; a mortality of 18.1 per 
cent.; 23 cases treated by nephrectomy give a mortality of 
30 per cent. The author, therefore, concludes that wherever 
possible, nephrectomy for rupture should not be performed 
unless the kidney is pulpified, separated in part or in toto 
from its main blood supply, or has been previously dis- 
eased. 


The Etiology of Puerperal Retroflexion of the Uterus 
(Zur Aetiologie der Retroflexio uteri puerperalis). R. 
OLSHAUSEN, Berlin. Zentralblatt fiir Gynékologie, 
January 4, 1908. 

Retroflexion following the puerperium is always due to 
the condition occurring after the first pregnancy, although 
it may recur after succeeding labors. The mechanism seems 
to be the great thinning of the cervix, produced by the 
fetal head, which for weeks before labor may descend low 
into the pelvis, and by the still greater thinning of the 
cervix which is due to the contraction necessary to over- 
come the narrow and often unyielding vagina. The ante- 
rior part of the cervix is thinned out more than the poste- 
rior; this should favor post-partum anteflexion, but prob- 
ably the dorsal decutitis during the puerperium and the 
overdistension of the bladder serve to change the position 
into retroflexion. Olshausen does not agree with Kiistner 
that uncomplicated puerperal retroflexion produces pelvic 
peritonitis; the inflammation being due to infective causes. 

It is absolutely essential to examine every woman 4-5 
weeks post-partum to look for a retroflexion. If this false 
position is found, the uterus should be replaced and re- 
tained with a pessary. A cure usually results in a few 
weeks. Pelvic massage, on the other hand, although fre- 
quently used at present, never effects a cure. 


A Contribution to the Etiology of Leucorrhea (Zur 


Pathogenese des Fluor Albus). E. Neter, Mannheim. 
Muenchener Medizinische Wochenschrift, January, 
I 


The patient was 3% years old, of a family in good cir- 
cumstances. For one year constant profuse leucorrhea 
was noted followed by intertrigo. Local treatment was 
never able to relieve the discharge for more than one to 
two weeks. There was severe and obstinate constipation. 
The author found the child healthy and otherwise normal; 
no gonococci or tubercle bacilli in the discharge; mastur- 
bation and worms could be positively excluded. By regu- 
lating the diet so as to overcome the constipation, the dis- 
charge rapidly disappeared, followed by disappearance of 
intertrigo. Twice during the course of the following year, 
when the diet was neglected, and consequently the constipa- 
tion recurred, leucorrhea developed again, but it promptly 
disappeared when the intestinal function was properly re- 
established. Neter believes that the pelvic congestion in- 
cident to constipation caused the discharge. 


Vesico-Uterine Fistula. W. H. W. Knire, New York. 
American Journal of Obstetrics, February, 1908. 

A primipara with flat pelvis, conjugate 9.5-10 cm., had 
a tedious labor. Forceps were applied after full dilatation 
with the head at the ischiac spines, and delivery of a live 
child effected by tractions lasting 1% to 2 hours. A few 
hours after delivery urine was found escaping from the 


vagina. The author saw her 24 hours post-partum. A hole 
nearly 3 inches in length was found extending from the 
internal os upward directly into the bladder. Because of the 
large size of the opening immediate operation, by Follet’s 
method, was performed. A transverse incision above the 
vaginal part of the cervix was made, the bladder separated 
from the uterus and the bladder defect closed by interrupted 
chronic gut sutures. The uterine wound was closed by 
continuous suture, and a small drain left to the bladder 
wound. No denudation or freshening of the edges was 
necessary, as the margins were fresh and nat contused. 
Catheter drainage of bladder for three days. Primary 
union. 


Baltimore. 
Janu- 


Adenomyoma of the Uterus. T. S. Cutten, 
Journal of the American Medical Association, 
ary II, 1908. 

Cullen gives the results of an elaborate study of these 
growths, which he finds surprisingly frequent, having 
found them in over 5 per cent. of between 1,300 and 1,400 
cases of myoma. Their pathologic anatomy is described 
by him in detail; there is first a diffuse myomatous thick- 
ening of the inner muscular walls accompanied by a down- 
growth of the normal mucosa into this diffuse growth. 
Portions of this adenomyoma may become subperitoneal or 
intra-ligamentary and may form a large cystic adeno- 
myoma. Portions of the diffuse growth may also project 
into the uterine cavity, forming submucous adenomyomata. 
The growth may also occur exceptionally in the cervix 
with like extension of the uterine glandular structure. No 
proofs of any causal relation between the ovaries and 
tubes and the development of adenomyoma could be found. 
The disease is most common between the ages of 30 and 
60, is found in both single and married women and does 
not seem to militate in any way against normal pregnancy. 
The diagnosis is difficult and impossible in subperitoneal 
and subligamentary cases until the abdomen is opened. If 
a diagnosis can be made, abdominal hysterectomy is indi- 
cated. While Cullen considers these growths themselves 
to be benign, the coexistence with them of a squamous 
carcinoma is not rare, and they may themselves develop 
into adenocarcinoma. In the vast majority of cases, the 
gland elements are derivatives from the uterine mucosa, 
though the continuity may sometimes not be traceable. 
The author’s summary is given substantially as follows: 
In the examination of 50 uncomplicated diffuse adenomy- 
omata of the uterus the mucous membrane origin of the 
glands could be traced in every case. In 6 additional cases 
with complicating squamous-cell carcinoma, the continuity 
was established in 5. In the 2 remaining cases of adeno- 
myoma of the body the continuity was destroyed by adeno- 
carcinoma. In the remaining 15 cases of subperitoneal or 
submucous adenomyomata one would naturally not expect 
to trace the relationship; nevertheless, in one case the mu- 
cosa literally flowed into the myoma. Thus, taking all 
kinds together, Cullen was able in 56 out of 73 cases to 
trace the origin of the gland element to the uterine mu- 
cosa. All adenomyomata of the uterus in which the gland 
elements are similar to those of the uterine mucosa, and 
surrounded by stroma characteristic of that surrounding 
the normal uterine glands, owe their glandular origin to 
the uterine mucosa or to Miiller’s duct, no matter whether 
they be interstitial, subperitoneal or intraligamentary, solid 
or cystic. 


Fulminating Pelvic-Abdominal Edema Simulating Rup- 
tured Tubal Pregnancy. W. A. Briccs, Sacramento. 
Journal of the American Medical Association, Febru- 
ary 15, I 

Two cases are reported, one of them fatal, in which the 
symptoms justified the diagnosis of ruptured tubal preg- 
nancy, but which proved to be on operation, cases of fulmi- 
nant edema of the pelvic connective tissue. He has been 
able to find but two similar cases in medical literature 

(those of Jocet and Legueu), which he reproduces. His 

conclusions are given as follows: 1. Fulminating pelvic 

edema may very closely simulate ruptured tubal pregnancy. 

2. Absence of subjective and objective signs of pregnancy, 

of irregular uterine hemorrhage, of decidua in the flow in 

cases of shock with severe pelvic pain, would suggest the 
possibility of fulminating pelvic edema. 3. A hemoglobin 
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test might assist in the differential diagnosis. 4. Fulminat- 
ing pelvic edema is probably angioneurotic in Origin. 5. 
Death (as in Case 2) may result from acute pelvic-abdom- 
inal edema. In both his cases, there was a mild inflamma- 
tory condition—in the non-fatal case producing agglutina- 
tion of the peritoneum and roofing in the pelvis, and in 
the other confined to the right adnexa. The second patient 
was decidedly neurotic. 


Aspiration Drainage in the Treatment of Empyema. 
W Scu.tey, New York. American Journal of the 
Medical Sciences, January, 1908 

The author reports eight cases of empyema in which an 

ambulatory method of aspiration drainage devised by him 
was tried. He believes that the better expansion of the 
lung shortens the duration of convalescence appreciably 
and lessens the possibility of formation of chronic sinuses. 
The method is the following: After resection of from 4 
inch to an inch of rib a number 35 to 40 french tube is 
inserted for a distance of between 2% to 3 inches. The 
tube is packed around with iodoformized gauze or absorbent 
cotton saturated with boric acid ointment. A piece of 
rubber dam about four inches square, with a hole cut in 
it, is stretched over the tube and fastened to the chest wall 
with strips of adhesive plaster. A circular wad of ab- 
sorbent cotton is placed around the tube and a chest binder 
is applied through which the tube is made to pass. 

Palitzer bag is attached with the aid of a glass tube and 

smaller tube. The patient is allowed to get out of bed, 

the bag lying somewhere beneath the clothes. The wound 
is dressed about once a week and the tube shortened as 
the sinus grows shallower, until it can be removed entirely. 

The aspiration drainage is applied within a few days after 

the operation. 


Schlosser’s Alcohol Injections for Facial Neuralgia. 
Sixteen months’ experience with 55 cases. Three fail- 
ures. O. Kittani, New York. Medical Record, Janu- 
ary 18, 1908. 

As is well known, the Shlosser method consists in the 
injection of 80 per cent. alcohol directly into the affected 
branches of the trigeminal nerve. The injections are first 
made peripherally ; if relief is not obtained in this way, the 
injection is made directly into the affected branch as it 
leaves the skull or into the Gasserian ganglion proper. The 
number of injections necessary before relief is obtained 
varies from two to six. The time required varied from 
three to five weeks. 

[Of the three reported failures only one appears from the 
histories outlined to be truly valid. Recurrences by this 
method are said to occur after an interval of from eight 
to sixteen months.] 

Thus far the author has been able to report only two 
recurrences, at an interval of nine and eleven months re- 
spectively. 


The Radical Cperation for Suppurations of the Antrum 
of Highmore by the Nasal Route (Die Radikal- 
operation der Kieferhéhlen Eiterungen von der Nase 
her). L. Rétur, Vienna. Wiener Klinische lVochen- 
schrift, January 30, 1908. 

The author summarizes his method of treatment of an- 
tral suppurations somewhat as follows: An attempt is 
first made to treat the antrum by means of irrigations 
through the normal ostium. If the teeth are carious these 
are removed and the antrum is treated through the open- 
ing in the alveolar process. If there is no improvement 
at the end of a few weeks after either of these methods, a 
large communication is made (under local anesthesia) be- 
tween the antrum and the middle and lower tarbinate 
fossae of the nose. All necessary manipulations can then 
be easily practiced through this opening. The author does 
not believe in merely making a small opening, because he 
has found such to be insufficient. 


Adenectomy During Acute Middle Ear Diséase. P. 
D. Kerrison, New York. Archives of Pediatrics, Jan- 
uary, 1908. 

Kerrison believes that removal of the adenoids is justi- 
fied during the course of an acute otitis media if the ade- 
noids are of such a Size and in such a situation as to inter- 


fere with the proper recovery of the otitic inflammation. 
The author therefore advocates, in such cases, adenectomy 
and paracentesis at the same sitting. 


Indications for Operative Interference in Cerebral 
Complications Due to Chronic Suppuration of the 
Middle Ear. C. F. Wetty, San Francisco. Journal 
of the American Medical Association, February 8, 1908. 


Early operation in the cerebral complications of ear dis- 
ease should be considered conservative surgery. Occasion- 
ally an unnecessary operation will be performed, but the 
mortality will be greatly diminished and the good done will 
far overbalance the added risk. He quotes Jansen’s find- 
ings as showing the advantages of early intervention, in the 
absence of meningeal complications and small number of 
cerebral abscesses in his cases. His conclusion as regards 
the radical mastoid operation is that every indication for 
operation should be strictly complied with and that a 
chronic discharge from the ear without any other symp- 
toms should be considered an indication for operation if 
the condition remains uncured after a treatment of six or 
eight weeks. The accidental mortality of the interval oper- 
ution is about 0.5 per cent., while 17 per cent. or. more of 
patients with chronic ear discharge not operated on die 
of cerebral complications. Extradural abscess is the most 
frequent complication, and the most important, as being 
the precursor of 90 per cent. of the other cerebral compli- 
cations. This seldom can be diagnosed absolutely, but 
among positive indications for the operation, Welty men- 
tions the rapid appearance and disappearance of threaten- 
ing symptoms, especially following the discharge of large 
quantities of pus and a subsidence of the symptoms, par- 
ticularly when the discharge is greater than can be allotted 
to the middle ear; also when, after a radical operation for 
chronic discharge, dizziness and headache, the latter recurs 
three weeks after operation and pus is discovered by a 
pneumatic speculum. He uses Jansen’s small hook-like in- 
strument in searching for extradural abscess and believes 
it has been responsible for finding many that would other- 
wise have been overlooked. Intradural abscess is rare and 
its diagnosis almost impossible. He would class diffuse 
purulent meningitis as fourth in frequency of the cerebral 
complications of middle-ear suppuration. He thinks that 
serous meningitis is frequent, and that all patients who de- 
velop cerebral symptoms following operation and recover 
without cerebral operation should ve so classed. The ab- 
sence of bacterial infection makes the prognosis more fa- 
vorable. Cerebral abscess ranks third among the cerebral 
affections from chronic ear suppuration, and its various 
symptoms and indications are reviewed by Welty. He calls 
attention to the diagnostic value of fistulous openings con- 
nected with the diseased bone, found by Korner in 42 per 
cent. of his cases, and which should be searched for care- 
fully, as they clear up the diagnosis wonderfully. In cere- 
bellar abscess the indications are less clear and depend 
largely on the pathologic condition present at the first op- 
eration. Sinus thrombosis is second in frequency among 
the cerebral complications of ear disease and seems to be 
attended with fewer difficulties of diagnosis than the others., 
The classic operative indications are high fever accom- 
panied by remissions to near the normal temperature or be- 
low it, and usually accompanied by chills and sweats. 
These symptoms aiways call for operation, but if the pa- 
tient does not do well and symptoms suggest sinus involve- 
ment, he would not wait for the full classical syndrome, 
but would consider it conservative treatment to operate at 
once. He would not trust the needle alone for the diag- 
nosis, as the case that is difficult to diagnose is probably 
a partial thrombosis and fluid blood will be found in the 
syringe. Optic neuritis is common in thrombosis. Jansen 
found 50 per cent. and in the Boston Ear Infirmary 30 per 
cent. was reported. Hemorrhage from the middle ear due 
to perforation of the carotid artery is very rare. It may 
be diagnosed by compression of the common carotid causing 
cessation of the bleeding. All the reported cases have been 
fatal. Welty suggests in this case tying the internal carotid 
as it leaves the petrous portion of the temporal bone, and 
the common carotid lower down, taking care of the small 
anastomotic branches by the tampon. He has not heard 
of this being advised, but suggests it on anatomic grounds. 
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